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AVacation from Hay Fever 
is a Real Vacation 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstricter 
and decongestant, 
Thenfadi!® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
— antibacterial wetting 
agent and preservative. 


ANYWHERE ANYTIME 


Just a “poof” of fine NIz spray 


brings relief 1n sEcONDS, FOR HOURS 


NASAL SPRAY 


Supplied in leakproof ,- 
pocket size 


squeeze bottles of 20 cc. ~~ 


(| LABORATORIES 
New York 
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MEDICAL SOCIETY 
OF THE 


STATE OF NORTH CAROLINA 


CLAUDE B. SQUIRES, M.D., PRESIDENT 
225 HAWTHORNE LANE 


June 28, 1961 > CHARLOTTE 4, N. C. 


TO THE MEMBERSHIP OF THE SOCIETY 


As most of you know, there has recently been considerable discussion within our 
Society in regard to voluntary pre-payment plans of insurance for professional 
fees, especially in regard to the "service benefit" type program of Blue Shield. 
This discussion culminated at our recent annual session at Asheville at the meet- 
ings of the Executive Council and the House of Delegates. Appearing before these 
groups were physician-members of the Society who expressed widely divergent points 
of view. There were those who felt that the Society should form its own insurance 
corporation for the issuance of this type coverage; others were against the entire 
Blue Shield service-type coverage, but the majority and prevailing view was that 
this type program represents one of our major bulwarks against socialized medicine 
and that our efforts should be directed to extending and strengthening such a pro- 
gram. 


In implementing this prevailing point of view, the Council adopted a resolution 
(subsequently accepted and endorsed by the House of Delegates) which in substance 
was to strongly petition the National Blue Shield organization to recognize the 
Hospital Care Association of Durham as an accredited Blue Shield Plan (with the 
same privileges, duties, responsibilities, and same degree of Medical Society con- 
trols) on an equal basis in all respects as the Blue Shield accreditation presently 
accorded the Hospital Saving Association of Chapel Hill. 


In order to meet certain requirements of the National Blue Shield and to be accepted 
as an accredited Blue Shield Plan, it is necessary for Hospital Care to sign up a 
majority of our membership as participating physicians—and this must be accom- 
plished very soon in order that the matter of Hospital Care's approval can be con- 
sidered by the National Blue Shield at their September meeting. Participation with 
the Hospital Care Association does not add or subtract from the present program; 
it is an extension of the same program under the supervision of the Medical Soci- 
ety's Blue Shield committee. You are urged to participate with the Medical Society 
in extending Blue Shield coverage through the Hospital Care Association, in the 
| same way and to the same extent as is now being operated through the Hospital Sav- 
ing Association. 


This is to officially notify you that this is an activity approved by the Society 
for its membership and is in keeping with our Blue Shield policy. Your participa- 
tion is invited. 


Sincerely yours, 


Maroc 
Claude B. Squires, M.D. 
President 
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July 3, 1961 


Dear Doctor 


The House of Delegates of the Medical Society of the State of North Carolina ap- 
proved at the annual meeting in May sponsoring Hospital Care Association as an 
accredited agent of Blue Shield, with the same rights, privileges, and obligations 
as other associations using the Blue Shield emblem. A letter (facing page) from Dr. 
Claude Squires, president of the Society, reviews and affirms this action. 


The major requirement for participation in Blue Shield which Hospital Care does not 
now meet is that at least 51 percent of the physicians in North Carolina sign Par- 
ticipating Physician's Agreements with the Association. We are writing this letter 
to solicit the participation of all doctors in the State in an effort to meet this 


requirement. 


A signed Statement of Understanding between the Medical Society and the Hospital 
Care Association and a Blue Shield Participating Physician's Agreement have been 
mailed to all physicians in the state. Copies are attached. Except for the change 
in name, these forms are identical with the Participating Physician's Agreement 
and Statement of Understanding approved by the Medical Society and currently used 
by the existing Blue Shield Plan in North Carolina. In requesting that you sign 
and return the attached Business Reply Card containing the Participating Physi- 
cian's Agreement, we ask your consideration of the following points: 


1. In voting to extend Blue Shield approval to Hospital Care Association, the Med- 
ical Society was motivated bya desire to extend the benefits of the Doctors Pro- 
gram to 360,000 people now enrolled by the Association and thousands more who 


will enroll in the future. 


2. All fee schedules of the Medical Society's Doctors Program are set by the Blue 
Shield Committee, and these fees are subject to constant study and revision as 
voted by this committee, which is made up entirely of North Carolina physicians. 


3. Hospital Care Association andthe doctors of North Carolina are working together 
with the vital common objective of preventing further government encroachment 
on the private practice of medicine. The most effective deterrent to this threat 
is the immediate improvement and expansion of voluntary prepayment protection. 


The only desire of the Hospital Care Association is to provide health service to the 
people of North Carolina. The HCA Board of Directors—which includes four physi- 
cians appointed by the Medical Society—is convinced that Blue Shield approval will 
enable the Association to more effectively achieve this basic purpose. 


Please sign, detach and mail the attached Business Reply Card portion of the Par- im 
ticipating Physician's Agreement. The other half of the Agreement is for your files. 


Your cooperation in promptly signing and returning this card—so that we may com- 
plete our application for national approval as a Blue Shield Plan—will be sincere- 


ly appreciated. 
We will be glad to answer any questions you may have. 
Sincerely 


E. M. Herndon 
Executive Vice President 


Participating physicians, licensed and registered to practice medicine under the laws of the State of North 
Carolina, in consideration of the payments agreed to be made and of being accepted as a participating physi- 
cian by Hospital Care Association, Inc., (hereinafter referred to as the “Association”) do agree with Hospital 
Care Association, Inc., as follows: 


PARTICIPATING PHYSICIANS AGREEMENT 


1. To furnish professional services to subscribers of the Association and their dependents in accordance with 
the provisions of subscription agreements which may be made between the Association and its subscribers 
during the term of this agreement and it being understood that the right to refuse to treat any patient for 
appropriate professional reasons, unrelated to subscriber’s membership in the Association, shall be recognized 
and maintained, 


. To accept as full and final compensation for services rendered to subscribers or their dependents within 
the income limits, who hold certificates known as Service Plan of the Medical Society of the State of North 
Carolina, the amount published in the schedule of fees to participating physicians, or any modification of 
the same which may properly be made by the Association with the approval of the Medical Society’s Ad- 
visory Committee: and to not require or request any additional compensation from the subscriber for these 
services rendered during the continuance of this agreement. 

Income is defined in the subscriber’s certificate as the Adjusted Gross Income of the subscriber and depen- 
dents, plus any non-taxable income for the taxable year immediately preceding the rendering of the service 
hereunder, as prescribed in the United States Internal Revenue Code. 


. To credit the amount specified in the schedule of benefits then in effect against the customary charge for 
services rendered to a subscriber, or subscriber’s eligible dependent, whose income exceeds the above limts, 
or when an indemnity allowance is stipulated. 


. That such compensation as shall be due for services rendered under the agreement will be pald direct to 
the participating physician. In case of disagreement, the physician shall have the right to have the amount 
due arbitrated by the Advisory Committee of Physicians appointed by the Medical Society of the State of 
North Carolina in cooperation with the Association. The decision of such physicians and representatives of 
the Association acting as an arbitration board shall be binding upon the physician, the Association and the 


Subscriber. 


. To report services rendered to subscribers of the Association or their dependents on forms provided by the 
Association within 60 days of the date of such patient’s discharge, it being understood that the Association 
shall make every effort to make financial settlement with the participating physician on a monthly basis. 

As penalty for late reporting, compensation for cases not reported as above provided may, at rhe option of 

the Association, be reduced as much as 10 per cent below the fee set out in the fee schedule, in addition 

to any other reductions herein provided for. 


The Association will maintain separate accounting for the receipts, direct expenses and disbursements of 
such Service Plan, with an equitable and proportionate part of the overhead or general administrative ex- 
pense of the Association being allocated and charged to such plan as expenses of administration on a pro 
rata basis with the other activities of the Association. In the event that the amount available from the Serv- 
ice Plan for distribution to participating physicians as determined according to such separate accounting, after 
paying or making provisions for paying such expenses of administration, and after setting aside required 
reserves, all pertaining to the Service Plan only, shall be insufficient to pay all participating physicians in 
full, then the amount which the Board of Directors decides is available for distribution shall be paid to all 
participating on a pro rata basis. The participating physician agrees to furnish services to the subscribers 
during the period of this agreement even though a reduction in the payment for the scheduled items is 
necessary. A determination of the Association’s ability to pay the fees according to the fee schedule herein 
referred to and the right to reduce and increase payments of the same shall be made by the Association’s 
Board of Directors. If and when the financial condition of the Association, in the opinion of its Board of 
Directors, reaches the point where all or a pro rata part of reductions can be returned to the participating 
physicians, this will be done by action of said Board of Directors, but in no case shall the total payment 
exceed the regular fee schedule in effect at the time the services were rendered. 


. The agreement shall continue until termination by one of the parties hereto. Either party may terminate the 
agreement by notice in writing delivered to the other party not later than 90 days before the date upon 
which termination is to become effective. 


I hereby register as a Participating Physician in the Blue Shield Service Program of the Medical Society of the 
State of North Carolina. In the event Hospital Care Association is approved as a Blue Shield Plan, this con- 
stitutes my agreement to participate in the approved Blue Shield program of the Hospital Care Association. 


(Signature) 


Accepted: 
Hospital Care Association 


Executive Vice President 
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A STATEMENT OF UNDERSTANDING 


This Statement of Understanding is to confirm and restate the existing relationship between the Medical So- 
ciety of the State of North Carolina and Hospital Care Association, Inc., of North Carolina. 


It is understood that the Medical Society has the right to elect member physicians to the Board of Directors 
of the Association, and has exercised such right since 1958. Such elected physician Directors, comprising one- 
third of the Board structure, have an equal voice in the selection of another one-third of the Board structure 
representing the public. Elected physician Directors have full and equal authority with other Directors to 
govern the affairs of the Association in accordance with the Enabling Act and By-Laws. Thus the Medical 
Society sponsors the Association and has a real voice in the management of its affairs. By reason of this 
sponsorship the eligibility requirements of the National Association of Blue Shield Plans are met, and this has 
qualified the Association for approval as a Blue Shield Plan for North Carolina. The Association in united 
effort with the Medical Society pledges to diligently and faithfully protect, promote, and fulfill the high prin- 
ciples and concepts of Blue Shield and the Medical Society. 


With specific reference to the Medical Service Plans of the Medical Society, in addition to the Director repre- 
sentation, it is understood that the Medical Society has the exclusive right to appoint a group of physicians 
to work with the Association as a Committee of the Medical Society which Committee will have the following 
rights and privileges: 


(a) The right to increase, decrease, add to, or delete from the schedule of professional fees of the Medical 
Service Plans. 


(b) The right to assign “income limits” as the basis for “service” benefits. 
(c) Arbitration of fee payments in cases disputed by physicians or the Association. 


(d) Assignment of equitable fees for professional services of an unusual or complicated nature which are 
defined as subscriber benefits but not specifically listed in the schedule of professional fees. 


(e) The right to allocate partial fees or fees reduced on a percentage basis when multiple procedures are 
performed or when services are rendered concurrently by two or more physicians. 


(f) The right to define professional benefits exempted from the “service” benefits provision. 


(g) The right to define the scope of benefits provided under the Medical Service Plans and the right to group 
benefits under various Riders which together comprise the whole plan. 


(h) The right to define physicians eligible to participate and eligible to receive benefits.* 
(i) Such other rights directly related to professional matters. 


It is understood and agreed that the Hospital Care Association in order to implement the Medical Service Plans 
of the Medical Society and to effectuate changes that may be made by the Committee of the Medical Society, 
reserves unto itself only, such authority as it is required to retain by law. 


*This Committee has ruled that all M. D.’s licensed in North Carolina who customarily charge fees for profes- 
sional services in their own right are eligible to receive benefits. 


Medical Society of the State of N. C. Hospital Care Association, Inc. 


DATE: 6/28/61 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre 
park of longleaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and 
Southern Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M.D. Medical Director 


OVER TWO DOZEN REASONS 
FOR A STEELTONE ROOM 


More than two dozen time- 
saving conveniences built 
into Hamilton Steeltone 
furniture to eliminate an- 
noying irritations and save 
minutes . . . provide more 
efficient office hours. Steel- 
tone is designed with an 
understanding of your 
wants and needs... con- 
structed to give a lifetime 
of service. Let us show you 
how to ease working ten- 
sions and make your office 
= more pleasant for yourself 
and your patients. Stop in 
to see the styling and 
handsome finishes of Ham- 
ilton Steeltone suites. 


The Steeltone Suite—sturdy steel W I N C H E S i. E R 


with warmth and style. Gleaming “CAROLINAS’ HOUSE OF SERVICE” 


white, or your choice of cream, 7 mS 
coral, jade green, silver metallic, 
or Biscayne blue with gray up- as : ariotte, IN. ©. 
holstery. 


Winchester - Ritch Surgical Company 
421 West Smith St. Greensboro, N. C. 
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SYRUP OF CHLORAL HYDRATE 


NEW RaLDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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For Prevention and Reversal of 


ARREST 


The Birtcher Mobile Cardiac Monitoring 
and Resuscitation Center* 


Cardiac Arrest is an ever present danger during anesthesia 


Cardiac arrest can occur during an anesthesia, even to 
patients with no prior record of cardiac disease. Con- 
tinuous monitoring of every patient can prevent most 
cardiac arrests by providing advance warning. For 
cases where the accident cannot be prevented, instru- 
ments to reverse the arrest and restore circulation 
should always be instantly available. 


*Comprised of the Birtcher Cardioscope, EEG Pre-Amplifier, Dual 
Trace Electronic Switch, Electrocardiograph, Defibrillator and 
nape toga with all necessary attachments on a Mobile stand 
as shown. 


Carolina Surgical Supply Company 
“The House of Friendly and Dependable Service” 
706 TUCKER ST. TEL: TEMPLE 3-8631 
RALEIGH, NORTH CAROLINA 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 


Richmond, Virginia 
A private hospital for diagnosis and treatment of psychiatric and 
neurological patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. GEORGE S. FULTz 


Dr. WEIR M. TUCKER Dr. AMELIA G. Woop 
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It takes so little to trigger an asthmatic attack... 


it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 

Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 


—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
Steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.’’3 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 
MARAX offers. 


Usual adult dosage: One tablet 2 


to 4 times daily. Full prescription 
information on request. Supplied: 
Bottles of 100 light blue, scored 
tablets. Prescription only. 
References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, In press. 3. Shaftel, H. E.: 
® Clin. Med. 7:1841 (Sept.) 1960. 
New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 


a 3 
: 
i 
Neal 
he: 
3 


NORTH CAROLINA MEDICAL JOURNAL July, 1961 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 


laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 


dheaks for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wo. Ray GrirFIn, Jr., M.D. Mark A. GriFFINn, Sr., M.D. 
Mark A. GRIFFIN, JR., M.D. 


Ropert A. GRIFFIN, M.D. 
For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


> 


For Quality without Question.. Enjoy the 


refreshment of sparkling CocarCola SIGN OF GOOD = 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of ‘new and different” drugs 


9 does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term therapy 


A. does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. toblets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; bottles of 50. Also as MEPROTABS*—400 mg. 


unmarked, coated tablets; and in sustoined-release ® 
capsules as MEPROSPAN®-.400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 


*TRADE-MARK meprobamate (Wallace) 


ff WALLACE LABORATORIES / Cranbury, N. J. 


M-4730 
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Medical Society of the State of North Carolina 


OFFICERS—1961-1962 


President—Caupe B. Squires, M.D., Charlotte 
President-Elect—JOHN R. KERNODLE, M.D., Burlington 
Past President—Amos N. Jounson, M.D., Garland 

First Vice-President—Joun A. Payne, III, M.D., Sunbury 


Second Vice-President—J. SAMUEL HOLBROOK, M.D., Statesville 


Secretary—Joun S. Ruopes, M.D., Raleigh 
Speaker of the House—Dona.p B. Koonce, M.D., Wilmington 


Vice-Speaker of the House—Joun C. Reece, M.D., Morganton 


COUNCILORS—1961-1964 
First District—-THomMas P. Brinn, M.D., Hertford 
Vick E. Cooke, M.D., Murfreesboro 
Second District—LyNnwoop E. WitiiAMs, M.D., Kinston _ 
VicE COUNCILOR—ERNEST W. LARKIN, JR., M.D., Washington 
Third District—Drewry H. Brivcer, M.D., Bladenboro 
VICE COUNCILOR—WILLIAM A. GREENE, M.D., Whiteville 


Fourth District—Epcar T. BeppIncrieLp, JR., M.D., Stantonsburg 
Vice CouNCILOR—T. TILGHMAN HERRING, M.D., ilson 


Fifth B, Garrison, M.D., Hamlet 

Vice CouncELorR—Harry H. SUMMERLIN, M.D., Laurinburg 
Sixth District—Grorck W. PascHAL, JR. M.D., Raleigh 

Vice CouncitLor—Rives W. Taytor, M.D., Oxford 
Seventh District—Epwarp S. Bivens, M.D., Albemarle 

Vice L. Stuckey, M.D., Charlotte 
Fighth District—Harry L. JOHNSON, M.D., Elkin 

Vice CounciLtor—JOHN C. BurweELL, Jr., M.D., Greensboro 
Ninth District—Tuomas L. Murpny, M.D., Salisbury 

Vice COUNCILOR—PAUL MCN. DeaTON, M.D., Statesville 
Tenth District—Witt1AM A. Sams, M.D., Marshall 
Vice CoUNCILoR—W. OTIs Duck, M.D., Mars Hill 


DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 
For 2 year term beginning January 1, 1962: 
S. Fatson, M.D., Charlotte 
Alternate: Epwarp W. ScHoenueit, M.D., Asheville 
Amos N. JoHNson, M.D., Garland : 
Alternate: Wm. F. Houutster, M.D., Pinehurst 
For 1 year term beginning January 1, 1962: 


CHARLES F. SrrosnipEr, M.D., Goldsboro 
Alternate: JoHn C. TayLor, M.D., Washington 


MILLARD D. Hit, M.D., Raleigh 
Alternate: Wm. McN. Nicuotson, M.D., Durham 


SECTION CHAIRMEN—1961-1962 
General Practice of Medicine: GLENN Best, M.D., Main Street, Clinton 
Internal Medicine: JosepH S. Harr, Jr., M.D., 208 S.W. Broad Street, Southern Pines 
Ophthalmology & Otolaryngology: E. HALE THORNHILL, M.D., 720 W. Jones Street, 
Raleigh 
Surgery: JOSHUA F. B. CamBLos, M.D., 208 Doctors Building, Asheville 
Pediatrics: Ricuarp S. Ke.iy, Jr., M.D., 1606 Morganton Road, Fayetteville 
Obstetrics & Gynecology: CouRTNEY D. EGerton, M.D., 714 St. Mary’s St., Raleigh 
Public Health & Education: Jacop Koomen, M.D., State Board of Health, Raleigh 
Neurology & Psychiatry: THap J. BARRINGER, M.D., Route 6, Leadmine Rd., Raleigh 
Radiology: 
Pathology: Ropert W. PricHarp, M.D., Bowman Gray School of Medicine, 
Winston-Salem 
Anesthesiology: BILL Joz Swan, M.D., 895 Arbor Lane, Concord 
Orthopaedics & Traumatology: Wayne S. Montcomery, M.D., 108 Doctors Building, 
Ashevliile 
Student AMA Chapters: Mr. Mike Barrincer, Bowman Gray School of Medicine, 
Winston-Salem 
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Each PHENAPHEN capsule contains: 


Acetylsalicylic acid (2% gr.)...... 162 mg. 


Phenacetin (3 gr.) ........ccccccce 194 mg. 
Phenobarbital (14 16.2 mg. 
Hyoscyamine sulfate .................. 0.031 mg. 


1. Meyers, G. B.: Ind. Med. & Surg. 26:3, 1957. 2. Murray, 
R. J.: N. Y. St. J. Med. 53:1867, 1953. 


@ More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.’ 
@ More effective than a standard A.P.C. preparation for relief of moderate to severe pain.’ 


sedative- 
enhanced 


Also available: 

PHENAPHEN with CODEINE PHOSPHATE 
WZ GR. (16.2 mg.) Phenaphen No. 2 

PHENAPHEN with CODEINE PHOSPHATE 
% GR. (32.4 mg.) Phenaphen No. 3 

PHENAPHEN with CODEINE PHOSPHATE 
1 GR. (64.8 mg.) Phenaphen No. 4 

Bottles of 100 and 500 capsules. 


A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA ee, 
Making today’s medicines with integrity...seeking tomorrow’s with persistence. phe 


— 
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CONTINUOUS 


PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


REFER TO Supplied: Bottles of 60 and 250. 
PD Literature and clinical samples 


available. 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 


in days instead of weeks. 
The muscle relaxant with an independent pain-relieving action 


Kestler reports in controlled study: Average 


time for restoring patients to full activity: with ® 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- ® (carisoprodol, Wallace) 
siness may occur, but usually only in higher dosages.  { Wallace Laboratories, Cranbury, New Jersey 


Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 
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‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


é Broad-spectrum antibac- 
terial action—pius the 
soothing anti-inflam- 
matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 


The combined spectrum 5° 
of three overlapping 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


4 9° A basic antibiotic com- 
bination with proven 
effectiveness for the | 
topical control of gram: | 


brand Antibiotic Ointment positive and gram-nega- | 
tive organisms. 


‘Polysporin’® ‘Cortisporin’® 


Contents per Gm. 


‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 


Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 meg. 5 mg. 
Hydrocortisone 10 mg. 


Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of ae oz. and 
Y% oz. and ¥% oz. Y% oz. and ¥% oz. % oO with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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of basal secretion, ulcer 

intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


PHT Data based on pH measurements in 11 patients with peptic ulcer’ 


5.0 4.9 4.9 4.9 


4.1 


neutralization 
3.0 aluminum hydroxide faster and 
25 twice 

2" as long 


with 


15 
Minutes 20 40 60 80 100 120 


CREAMALIN 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound”’ or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. . Tablets may 
be chewed, swallowed whole with water or milk, or to e 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 
; 1. Data in the files of the Department of Medical Research, Winthrop 
2. Hinkel, eg M. P., and Tainter, M. 
LABORATORIES Pharm. A. (Scient. Ed.) 4 :384, July, 1959. 


New York 18, N. ¥. for gastritis m gastric hyperacidity 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans availabie: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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“The experience to date with & 
griseofulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 
fections of the scalp.” 


Supplied: Futvictn Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 

in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 
complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION ¢ BLOOMFIELD, NEW JERSEY $-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM INFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A, CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C, 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — 


Ba Rautrax- N 


a Serpentina 4 


Standardized Whole 
Bendroflumethiazide vith Potassium Chioride 


with either Raudixin or Naturetin é K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrazx-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQuissB 
Squibb Quality 
~ the Priceless Ingredient 


XVI July, 1961 

limits the blood pressure swing 

* Fer full information, 
see your Squibb 
or Product Brief. 
ae 
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Good 
for 
all hands 


handy, 
disposable, 
moist 
ZEPHIRAN 
TOWELETTES 


new antiseptic 
. skin cleansing tissues 


Zephiran Towelettes cleansing tissues are impregnated with Zephiran chloride 1:750. They are welcomed by 
hospital personnel as well as by patients. Towelettes provide a handy, pleasant, antiseptic and deodorizing 
cleansing without the use of water. Inside each individual foil envelope is a conveniently large, moist Zephiran- 
impregnated disposable tissue — ready to use anywhere, any time. 


Hospital and Medical Uses: For bedside cleansing to reduce nursing care and time. 
For patients’ use before and after meals. For patients after use of the bedpan. For 
cleansing of nursing mothers’ hands before handling the baby or breast. For cleansing 
of patients before and after gynecologic examination. For routine antiseptic skin 
i. cleansing of patients following operations such as colostomy, prostatectomy, hemor- 
rhoidectomy. For refreshing cooling cleansing of patients with fever, headaches, etc. 
For first-aid antiseptic cleansing of minor cuts, abrasions and burns. For patients with 
acne to cleanse the skin during the day. In the doctor's bag for house calls, for use 
in ambulances, etc. 

General Uses: In the home, in the hospital, in the office, while traveling, when caring 


for children and during sports — for a quick fresh-up any time. 
| | | 


EASY TO OPEN - EASY TO USE 
Available in boxes of 20 and 100. 


of refined benzalkonium chloride) is an 
Chiorothymol and alcohol 20 per'coat. LABORATORIES * New York 18, N. Y. 


Zephiran (brand of benzalkonium, as chloride, refined), trademark reg. U.S. Pat. Off. 1531 
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. AVERAGE ADULT DOSE 
1 tablet every 6 hours. 

= toleration excellent... May be habit-forming. 
Federal law permits 


constipation rare oral prescription. 


Also Available 

For greater 

~ flexibility i in dosage — 

q Percodan formula, but with. 

only half the amount of salts of 

dihydrohydroxycodeinone 
and homatropine. 


ing), 0. 38 mg. 
mi tropine 1. Blank, P., and Boas, H.: Improved 
analgesia for moderate pain, ‘Ann. West. 
‘mg. acetylsalicylic acid, : Med. & Surg. 6:376, 1952. 2. Bonica, J. J., 
_ et al.: The management of postpartum 
pain with dihydrohydroxycodeinone 
(Percodan): Evaluation with codeine and 
placebo, West. J. Surg. 65:84, 1957. 
3. Cass, L. J., and Frederick, W. S.: 
A controlled study in pain relief, M. Times 
84:1318, 1956. 4. Chasko, W. J.: Pain-free 
dental surgery: Postoperative extension 
of the pain-free state, J. District of 
Columbia Dent. Soc. 31:3, No. 5, 1956. 
5. Cozen, L.: Office Orthopedics, ed. 2, 
Philadelphia, Lea & Febiger, 1953, pp. 120, 
138, 145, 156, 234. 6. Nicolson, W. P., Jr., 
and Skandalakis, J. E.: Control-ef postopera- 
“tive pain, J.M.A. Georgia 46:471, 1957. 
: _ or pain in industrial practice, Indust 
ENDO LABORATORIES 23:510, 1954; abstracted, Clin. Med. 3:1008, 1956, 
© Richmond Hill 18, New York Current Digest 22:13, No. 3, 1955. 


f 
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in bacterial 
tracheobronchil 


promptly 


to gain precious 
therapeutic hours 


Panalba your broad-spectrum 


antibiotic of first resort 


In the presence of bacterial infection, taking a culture to determine 
bacterial identity and sensitivity is desirable—but not always practical 
in terms of the time and facilities available. 

A rational clinical alternative is to launch therapy at once with 
Panalba, the antibiotic that provides the best odds for success. 

Panalba is effective (in vitro) against 30 common pathogens, includ- 
ing the ubiquitous staph. Use of Panalba from the outset (even pend- 
ing laboratory results) can gain precious hours of effective antibiotic 


treatment. 


Supplied: Capsules, each taining Panmycin® Phosphate 
complex), to 250 mg. tetra- 
cycline hydrochloride, and 125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 

Usual Adult Dosage: 1 or 2 capsules 3 or 4 times a day. 

Side Effects: Panmycin Phosphate has a very low order of 
toxicity comparable to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to therapeutic use in 
patients are infrequent and consist principally of mild nausea 
and abdominal cramps. 

Albamycin also has a relatively low order of toxicity. In a cer- 
tain few patients, a yellow pigment has been found in the 
Plasma. This pigment, apparently, a metabolic by-product of the 
Grug, is not necessarily associated with abnormal liver function 
tests or liver enlargement. 


Urticaria and maculopapular dermatitis, a few cases of leuko 
@ and agranulocytosis have been reported in patients 
treated with Albamycin. Most of these side effects usually 
disappear upon discontinuance of the drug. 
Caution: Since the use of any antibiotic may result in over- 
growth of nonsusceptible organisms, constant observation of 
the patient is essential. if new infections appear during ther- 
apy, appropriate measures should be taken. 
Total and differential blood counts should be made routinely 
during prolonged administration of Albamycin. The possibility 
of liver damage should be considered if a yellow pigment, a 
metabolic by-product of Albamycin, appears in the plasma. 
Panalba should be discontinued if allergic reactions that are 
not readily controlled by antihistaminic agents develop. 


*Trademark, Reg. U.S. Pat. Off. 
The Upjohn Company 
Kalamazoo, Michigan 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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WHEN 
THE PATIENT 
WITHOUT 


ORGANIC DISEASE 
constipation, 
flatulence, belching, 
intestinal atony, 
indigestio 


CONSIDER 


NEOCHOLAN® q 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); tm PITMAN-MOORE COMPANY 
Homatropine methylbromide 1.2 mg.; Phenobarbital t] M DIVISION OF THE DOW CHEMICAL COMPANY . 
8.0 mg. Supplied in bottles of 100 tablets, INDIANAPOLIS 6, INDIANA 
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tablets— Supplied in bottles of 50. 


8 

A 
AYER 


1% Grs. Ea. 


There are probably certain medications which ar 
special favorites of yours,’ medications in whic 
you have a particular confidence. 


Physicians, through ever increasing rec ' 
‘dation, have long demonstrated their confidence - GRIP-TIGHT 
‘in the uniformity, potency and purity of Bay 
the world’s first 


And like Bayer Aspirin, Bayer Aspirin f r Cr 
ren is quality controlled. No other maker.subm 
aspirin to such thorough quality controls as 
Bayer. This assures uniform excellence 
forms of Bayer Aspirin. 
can depend on Bayer opin, for Childr 
for it has been conscientiously formulated to | eae 
the best tasting aspirin ever made and to live 
to the Bayer family. tradition of providing the fi 
_ aspirin the world has ever known. 
"Bayer Aspirin for Children—1% gra 
Sha. ta 
e We welcome your requests for samples 


| 

: 
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First among nutrients, protein is needed by 


essential in 
hungry helpless children in economically ° . 
less well-developed countries of the world time of cr1Ses 


. .. S80 they may live and grow. . . and may 
elevate the educational, health and economic 
status of their countries as healthy vigorous 
adults. 

In such countries, protein malnutrition oc- 
curs when the diet is deficient in amount or 
quality of the protein consumed . . . with or 
without sufficient calories. In children this 
may result in retardation or cessation of 
growth . . . weight loss . . . edema . . . mus- 
cular wasting . . . apathy and other psychic 
changes . . . dermatitis . . . changes in hair 
... diarrhea . . . enlargement of liver from 
fatty infiltration . . . changes in protein, 
albumin, amino acids and certain enzymes 
in blood serum . . . and poor absorption of 
fat during acute stages. 

Children 1 to 3 years old are most vulnerable 
... displaying acute deficiency after weaning 
on a diet devoid of milk or other forms of 
animal protein... usually precipitated by 
infection or other stress. In Haiti... 2 /3rds 
of the children of this age are believed to 
suffer some degree of protein malnutrition. 
In the United States, protein malnutrition 
is rarely seen. 

Oral feeding of milk is the preferred treat- 
ment for children with chronic severe pro- 
tein malnutrition. Supplementation of milk 
with lysine does not improve its nutritive 
value. Where anemia is apparent, iron or 
folic acid supplement may be needed. 


Milk is man’s first dietary source of protein 
...and is the most economical and con- 
tinuously available source of high quality 
protein of animal origin in the world today. 
Wherever milk is made available to hungry 
children, protein deficiency can be prevented 
or corrected. 


Since 1915... promoting better health through 
nutrition research and education 
NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street - Chicago 6, Illinois 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


This information is reproduced in the interest of nutrition and health by the Dairy 
Council Units in No Carolina. 
High Point-Greensboro Winston-Salem Burlington-Durham-Raleigh 
106 E. Northwood St. 610 Coliseum Drive 310 Health Center Bidg. 


Greensboro, N. C. Winston-Salem, N. C. Durham, N. C 
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THESE 52,000 
PEOPLE IN 

NORTH CAROLINA 
NEED MEDICAL HELP 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
North Carolina there are at least 52,000 alcoholics. 
These people need medical help. No one is in a better 
position to initiate and supervise a program of rehabili- 
tation than the physician who enjoys the confidence of 
the patient or the patient's family. 


ONE FOR THE ROAD BACK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino- 
5- phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 
ROCHE 


LABORATORIES Division of Hoffmann-La Roche Inc. 
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*New Product Announcement 


a significant 
Lay 
achievement 1n 
corticosteroid research 


HAIDRON 


(paramethasone acetate, Lilly) 


sculapius 


Haldrone is a potent synthetic corticosteroid with marked anti- 
inflammatory activity. In steroid-responsive conditions, it pro- 
vides predictable anti-inflammatory effects with a minimum of 
untoward reactions. Gratifying response has been observed in 
patients transferred from other corticosteroids to Haldrone. There 
is relatively little adverse effect on electrolyte metabolism. With 
Haldrone, sodium retention is unlikely, psychic effects are mini- 
mal, and there appears to be freedom from muscle weakness and 
cramping. 


Haldrone, 2 me., Hydrocortisone tone 
Prednisone or prednisolone . . 
approximately Triamcinolone or 


equivalent to methylprednisolone . . . 
Dexamethasone . 


Although the incidence of significant side-effects is low, the usual 
contraindications to corticosteroid therapy apply to Haldrone. 


Supplied in bottles | Tablets Haldrone, 1 mg., Yellow (scored) 
of 30, 100, and 500 | Tablets Haldrone, 2 mg., Orange (scored) 


_ ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Arnual Report of the North Carolina State 
Board of Health, 1961 


J. W. R. Norton, M.D., M.P.H., F.A.C.P.* 
RALEIGH 


The customary detailed annual report 
of activities in state and local public health 
work is provided for the Medical Society. 
Instead of summarizing, we felt it would 
be more interesting, at this time, to touch 
on some of the high lights and then to men- 
tion a few problems of general mutual in- 
terest. We take up the high lights by our 
divisional organization. 


Laboratory Division 
LYNN G. Mappry, Ph.D., Acting Director 


Among the achievements for 1960 were 
the provision of services for rapid identifica- 
tion of beta hemolytic streptococci group 
A by the fluorescent antibody procedure 
and the complement fixation tests for fun- 
gus diseases. 

A serious problem is our inability to re- 
cruit and retain properly trained personnel 
because of the low starting salary range. 
The clerical staff is burdened beyond the 
point of being able to take care of the in- 
creased volume of work, and it is necessary 
that the technical staff perform some of 
these duties. This in turn reduces the num- 
ber of specimens that can be examined. 


It was disappointing that, owing to limi- 
tation of state funds, we are unable to meet 
the needs of the people in North Carolina 
in the field of cancer cytology, virology, 
and environmental health. 


Read before the Conjoint Session, Medical Society of the 
State of North Carolina and the North Carolina State Board 
of Health, Asheville, May 10, 1961. 

*Secretary-Treasurer, North Carolina State Board of 
Health, Raleigh. 


Oral Hygiene Division 
A. Pearson, D.D.S., Director 


This :narks the thirtieth anniversary of 
our Oral Hygiene Division. The main em- 
phasis is still on providing for children in 
the elementary grades a program of dental 
health education which includes, insofar as 
funds and staff will permit, the following: 
classroom instruction and dental inspection 
for all; dental correction for the under- 
privileged; and referrals of other children 
to private practitioners. 

Of special significance in the progress of 
the program during the past year are the 
developments in the areas of recruitment, 
research, and fluoridation. 

The rapid turnover of staff dentists makes 
recruitment a constant problem. New ap- 
proaches in the form of a _ recruitment 
brochure mailed to senior dental students 
of eastern and southern dental schools, and 
visits to many of these schools by the Divi- 
sion Director, have brought about a dram- 
atic change: We now have more applicants 
than openings. Eight new dentists will be- 
gin work in July, thereby enabling us to 
provide dental health programs in many 
more counties than heretofore. 

The Division’s participation with the 
U.S.P.H.S. in the state-wide research pro- 
ject, “The Natural History of Dental Dis- 
eases in North Carolina,” is progressing 
well. Dental examinations have been com- 
pleted for 20 per cent of the households in 
the total sample. The consummation of this 
project will provide, for the first time, pre- 
valence rates of dental diseases for a state 
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population. Such information will be invalu- 
able in helping us to define our problems 
and to measure progress. 

Recognizing that fluoridation is the most 
effective method of preventing tooth decay, 
we are glad to report progress in the fluori- 
dation of municipal water supplies. Since 
our last meeting three cities have adopted 
this public health measure, making a total 
of 34 North Carolina municipalities now 
adjusting fluorides upward to the optimum 
amount (one part per million) for dental 
development and health. The combined 
population of these cities is 1,036,507 and 
represents 55 per cent of the urban popula- 
tion. Fluorides occur naturally in amounts 
of 0.7 to 1.2 ppm, in the water supplies of 
17 other North Carolina municipalities 
having a total population of 35,569. Five 
also have natural fluorides in amounts be- 
yond 1.2 ppm: Winton (1.4), Williamston 
(1.5), Wentworth (1.8), Rich Square (2.1), 
and Windsor (3.0). 


Personal Health Division 
James F. DonNneELLY, M.D., Director 


1. Responsibility for setting standards 
and licensing of nursing homes was trans- 
ferred from the Medical Care Commission to 
the North Carolina State Board of Health 
on March 17, 1961. The school health pro- 
gram was also transferred from the Division 
of Local Health to Personal Health on 
March 16, 1961. 

2. Two new cancer detection clinics were 
added, to bring to 19 the detection clinics 
now functioning. An additional 4,000 Papa- 
nicolaou smears were examined by the Lab- 
oratory Division, bringing the total for 1960 
to 35,514. 

3. Physiotherapists were added to the 
heart programs in three counties. We now 
have four physical therapists on the crip- 
pled children’s and chronic disease pro- 
grams. 

4. A stroke rehabilitation program em- 
phasizing home nursing care was initiated 
in five counties. 

5. A survey program for diabetes was 
initiated in 20 counties, with particular 
stress on the nutrition of the pre-diabetic 
patient discovered in the survey. 
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6. Nutritional programs in industry were 
expanded, and there was marked expansion 
in consultation and review of architectural 
plans for institutional kitchens. 

7. The Crippled Children’s Section insti- 
tuted changes in reporting statistics and re- 
cording financial and medical information 
on crippled children’s cases, to provide a 
clearer basis for evaluation of these ser- 
vices. This Section also has raised the age 
limitation from 15 to 21 for presentation to 
rheumatic fever and speech and hearing 
clinics, and it has assumed clinic observa- 
tion, preoperative and postoperative, of 
patients having congenital and other types 
of heart disease. 

8. The number of midwife licenses con- 
tinued to fall, reaching a new low of 294. 

9. Follow-up study of prematurely born 
infants in Wake County was completed, and 
the results have been analyzed and report- 
ed. 


Sanitary Engineering Division 
J. M. Jarrett, B.S., Director 


Two reports of statewide significance 
were printed and distributed. One sum- 
marized the results of an 18-month study 
of background radiation in surface streams 
used as sources of public water supplies. 
One hundred thirty-five sampling stations 
were established on major streams of the 
state for periodic checking. 

The second report shows results of the 
“Air Pollution Study of North Carolina” 
made in 1958-1959 as a special project con- 
ducted in cooperation with the U. S. Public 
Health Service. The survey indicates the 
need for control activities throughout the 
state. Additional funds from the legislature 
are being requested to enable us to develop 
this program and provide protection against 
such unfortunate hazards as have developed 
in Donora, Pennsylvania; Los Angeles, Cali- 
fornia; London, England; and to lesser de- 
grees elsewhere. 

Regulations for sanitary control of me- 
chanical vending machines were adopted, 
but operation has been delayed until the 
necessary preliminary education program 
can be carried out. 

In addition to continuing our participation 
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in the air radiation surveillance network, 
North Carolina was added to the Public 
Health Service surveillance network for 
radioactivity in fluid milk supplies when 
Charlotte was added to the list. Samples are 
examined at the Public Health Service 
Radiation Laboratory, Montgomery, Ala. 

There are presently 650 public water 
supply systems under supervision, with 45 
new systems added during 1960. Costs of 
water supply improvements last year 
amounted to $3,609,372.00. 

This Division and local staffs now have 
22 engineers and 248 sanitarians providing 
environmental health protection. 


Local Health Division 
Rosert D. Hiceins, M.D., Director 
Administration 

One of the primary objectives of this 
Division has been to consolidate wherever 
and whenever feasible the smaller single 
county health units into district units of two 
or more counties. Some of our single county 
units could provide only a part-time health 
program, but by joining with one or more 
neighboring counties, they could establish 
a full-time program under the direction of a 
qualified full-time director at a salary com- 
mensurate with his duties and with im- 
proved services in each participating county 
in the district. Sixty-nine departments serve 
the 100 counties, since 18 district depart- 
ments serve 49 counties. 

Through an incentive (50 per cent of cost 
up to $1,000 per county) offered by the 
State Board of Health to counties which are 
under, or those which do come under it, the 
Local Governmental Retirement Plan has 
grown rapidly, and 61 of the 100 counties 
now provide their local health employees 
with this coverage. 

Public health nursing 

The public health nurses have made pro- 
gress in their goal to provide improved 
nursing care to patients referred by phy- 
sicians in private practice or in local, state, 
and regional hospitals. The objectives of the 
service are to permit early discharge from 
the hospital, assist family members in nur- 
sing techniques, and promote rehabilitation 
and restoration. 
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1. Plans have been developed whereby 
physicians in the Veterans Administration 
Hospitals refer selected patients as dis- 
charged to local health departments for nur- 
sing service. The public health nurse makes 
one visit to the patient, reminding him of 
the need for continuing local medical care, 
and returns only if the patient is under the 
care of his local physician. This service is 
provided in 96 of our 100 counties. 

2. Additional health departments are now 
providing public health nursing services to 
the patients discharged from our state and 
Veterans Administration psychiatric hos- 
pitals and to their families (20 counties). 
The state hospital medical staffs are en- 
thusiastic about the service, and only the 
lack of hospital and public health personnel 
prevents extension of this valuable service 
which has decreased the number of read- 
missions in these counties. 

3. The referrals from North Carolina Me- 
morial Hospital have increased in number 
and urgency. Throughout the country this is 
regarded as an outstanding example of an 
efficient, well organized plan for referral be- 
tween a teaching hospital and local nursing 
resources. 

4. Demonstrations of how limited nursing 
service to the chronically ill may be provid- 
ed by busy general public health nurses are 
encouraged, and have been started in Hali- 
fax, Alamance, New Hanover, Person, 
Mecklenburg, Guilford, Orange, Chatham, 
and Lee health departments. These have 
had the enthusiastic support of the local 
medical societies and the State Society 
Committee On Chronic Illness. 

The chronically ill and aged in nursing 
homes and boarding homes have received 
improved services through direct consulta- 
tion and in-service education for the staffs 
of these homes. 

Health education 

This Section promoted a three-day Work- 
shop on Communications, in Raleigh, for 90 
professional employees for the improvement 
of intra-agency communication. The staff 
consisted of people with special skills in the 
fields of the behavioral sciences, business 
and industrial personnel management, and 
public relations, as well as the disciplines of 
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public health. A committee summarized the 
suggestions and made recommendations for 
valuable innovations and modifications of 
practices. These are being followed up by 
various staff members with encouragement 
by the State Health Director, and improve- 
ment in communications is expected. 

We encourage local health departments 
to employ a full-time health educator when 
the budget, size of staff, and readiness make 
this addition feasible. Two additional health 
departments established positions in health 
education and one department increased its 
staff, thus bringing to 12 the health depart- 
ments served by their own health educator. 
Three vacancies exist because demand ex- 
ceeds supply and salaries are limited. 


Mental health 


Because of program expansion, our State 
Board of Health has approved changing the 
Mental Health Section to Division status 
under a qualified psychiatrist, to become 
effective as soon as such a director is avail- 
able. 

During 1960 the number of mental health 
clinics remained at 11. These clinics held 
over 38,000 interviews with 5,446 patients, 
52 per cent of whom were children under 
14 years of age. Five additional counties 
established evaluation, referral, and con- 
sultation services, an increase from those 
in the preceding year. 

The professional staff in these programs 
increased by 46 per cent, and consists of 23 
psychiatrists, 24 clinical psychologists, 26 
psychiatric social workers, 1 epidemiologist 
and 1 remedial reading specialist. We are 
working as rapidly as feasible toward mak- 
ing our 80 public health physicians and 550 
graduate nurses as effective in decreasing 
mental and emotional disability as they 
have been against communicable diseases. 
Consultation services were continued to 
doctors, ministers, nurses, schools, courts, 
industries, social workers and other groups 
or agencies. 


Epidemiology Division 
FreD T. Foarp, M.D., Director 


In the tuberculosis control program, we 
are operating five mobile x-ray uits, with 
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one held in reserve. Follow-up activities 
have improved over the past year under the 
leadership of two technicians. Seventy-three 
counties are served by chest clinics, which 
are attended by qualified chest specialists. 
This was an increase of six chest clinics 
during the calendar year 1960; 168,000 per- 
sons were x-rayed by our mobile units, and 
32,000 miniature films were read in the cen- 
tral office for 12 other counties which have 
their own units. 

Nineteen laboratory-confirmed cases of 
animal rabies were reported from four coun- 
ties—a record low. The number of human 
anti-rabic treatments dispensed to physi- 
cians by the Laboratory Division also reach- 
ed a new low of 155 complete treatments, in- 
dicating progress in the field of veterinary 
public health and related areas. 


Communicable disease 


There was a striking increase in infec- 
tious hepatitis, with 577 cases diagnosed as 
compared with 118 in 1959. Confined largely 
to children of school age, the number of 
cases was in keeping with the increase 
shown for the United States. 

In contrast to 1959 when 313 cases of 
poliomyelitis were seen, the 1960 incidence 
of this disease showed a sharp drop to 85 
cases. Of this number, 64 were paralytic in 
type as compared with 270 in the previous 
year. Four persons died. Approximately 
three fourths of the paralyzed individuals 
had received less than three doses of Salk 
vaccine. Total inoculations from 1955 to 
December 31, 1960, were 4,470,535. For 1960 
alone the number was 486,123, with 304,759 
given to those under 7 years of age. 

The number of cases of diphtheria was 
approximately the same as in the previous 
year—20 in 1960 and 22 in 1959. Continued 
emphasis on immunization should reduce 
the case load still further. 

Of special interest was the third epidemic 
of Asian influenza which occurred in the 
spring. There was an increase in the over- 
all death rate due to deaths from pneumonia 
and influenza and diseases of the heart and 
blood vessels. 

State personnel investigated a large num- 
ber of outbreaks of communicable disease. 
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Occupational health 


We had a very busy year in occupational 
health and in radiation control. 

1. In conjunction with the Governor’s 
Council on Occupational Health, our Section 
Chief, Dr. W. L. Wilson, had a key part in 
the preparation, publication and distribu- 
tion of “Better Occupational Health for 
North Carolina,” a project which is widely 
acclaimed. 

2. Responsibilities under the 1959 State 
Atomic Energy Act were implemented as 
follows: 

(a) Forms for voluntarily registering 
sources of radiation were distribut- 
ed to some 6,000 physicians, den- 
tists, veterinarians, and _ hospital 
administrators. 

(b) A positive State Radiological 
Health Program has been design- 
ed and its implementation begun. 

(c) The State Radiological Emergency 
Team was organized and equip- 
ped, has had one simulated inci- 
dent test, and responded prompt- 
ly to Wayne County for the crash 
of a B-52 bomber carrying nuclear 
weapons. 

(d) A statewide alerting, communica- 
tions, and reporting system involv- 
ing all police and sheriffs’ depart- 
ments has been superimposed 
upon the State Highway Patrol 
system previously developed be- 
tween the Chief, State Radiolog- 
ical Emergency Team, and the Di- 
rector, Enforcement Division of 
the State Highway Patrol. 

(e) Extremely close liaison has been 
developed with the Atomic Energy 
Commission and the Public Health 
Service to insure coordination and 
full utilization of all federal-state 
resources in critical emergencies. 

3. In cooperation with the University of 
North Carolina School of Public Health, we 
conducted the Seventh Annual Radiological 
Health Seminar and assisted in establishing 
graduate training program in radiological 
health. 

4. In conjunction with the Department of 
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Engineering of North Carolina State Col- 
lege, we assisted in presenting the Third 
Annual Industrial Ventilation Conference 
attended by participants from Massachusetts 
to Florida and as far west as Ohio. 

5. We sponsored and obtained from out- 
standing industrial, professional, govern- 
ment, and educational leaders’ manuscripts 
which will go to make up the North 
Carolina July issue of American Medical 
Association’s Archives of Environmental 
Health, with a stimulating foreword by 
Governor Terry Sanford. 


Public health statistics 


A committee of the Medical Society work- 
ed with the State Board of Health and 
statistical staff and the North Carolina Hos- 
pital Association to complete and publish a 
report entitled “North Carolina Hospital 
Discharge Study.” The State Board of 
Health provided the punching, tabulation, 
and public health statistical services which 
were required in order to accomplish the 
objectives of the study: 

1. Causes of hospitalization by age and 

color. 

2. Per diem charge, length of stay, and 
total charge for hospitalization. 

3. Sources of payment, such as patient or 
family, insurance, or governmental. 
Discharge data from 72 general hos- 
pitals on 28,000 patient records cover- 
ing one week in each seasonal quarter 
involving 183,000 patient days at a 
total charge of $4,300,000 were compil- 
ed and tabulated. This is the first such 
study of this magnitude ever done in 
this state. 

Statistical services were furnished the fol- 
lowing outside agencies and organizations 
for various studies conducted by them: 
Cornell Auto Crash Study, Bowman Gray 
School of Medicine, Duke Medical Center, 
University of North Carolina (several pro- 
jects), Vocational Rehabilitation, Motor Ve- 
hicles, Motor Pool, Agriculture, Public In- 
struction, North Carolina Cerebral Palsy 
Association, Wake County Premature 
Study, Personnel Department, Hospitals 
Board of Control, and the State Medical So- 
ciety Study Committees on Maternal 
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Health, Perinatal Mortality, Child Health, General Comment 
and Anesthesia. 
Home and farm accident prevention 


In this important field, the Division: 


Many items of continuing conjoint con- 
cern have called for attention since our last 
meeting. These include: 


1. Assisted in establishing two additional 
Poison Information Centers (Charlotte 
and Mount Airy) in addition to the 
three already in operation (Durham, 
Wilmington, and Jacksonville). 

. Followed up studies of drownings, ac- 
cidental deaths among school-age chil- 
dren, and mortality due to fires and 
explosions. 

. Continued cooperation with Rural 
Safety Councils, Teachers’ Workshops, 
and Off-the-Job Accident Prevention 
Councils. 

. Promoted staff education and in-ser- 
vice training of State and local co- 
operating agencies. 

An increase of infectious syphilis was re- 
ported, with a total of 13,052 cases of ven- 
ereal disease and 854,433 serologic tests by 
state, county and other approved labora- 
tories. 


Administrative Services Division 
CHARLES L. Harper, M.S.P.H. Director 


A greater than usual amount of time, 
planning, and effort was put into preparing 
budgets for presentation to the Advisory 
Budget Commission and the Joint Appro- 
priations Committee of the 1961 General 
Assembly, particularly by Dr. Jacob Koo- 


men and Mr. Charles Harper. Recom- 
mendations made by the Commission and 
the serious consideration now being given 
by the Committee are encouraging. 

A Travel Manual was adopted during the 
year to consolidate and summarize neces- 
sary policies and procedures for official 
travel of departmental employees. 

A carefully prepared Biennial Report was 
published. 

The Film Library supplied well over 
17,000 requests, which was an increase of 
nearly 2,000 over the previous year. 

An editorial board for the Health Bulle- 
tin was named and several changes, which 
we hope will be improvements, were made 
in this publication. 


i. 


Fragmentation of medical and health 
services with favoritism toward non- 
medical leadership, as illustrated by 
the transfer of hospitalization funds of 
the Medical Care Commission to the 
Welfare Department by the present 
General Assembly, with pay-off in a 
higher ratio of federal support. This 
subtle technique will probably not stop 
with one quick success toward welfare 
control. 


. Medical plans for aged—national and 


state legislation, and implementation. 


. Two White House Conferences—with 


publicity designed to discredit the 
medical profession by certain highly 
aggressive groups. 


. National Committee Study Reports 


with recommendations proposing 
sweeping changes—Bayne-Jones, Co- 
hen, Bane, and Jones, for example. 


. Continuing activities by a few phy- 


sicians, particularly some in private 
practice, to alienate other medical doc- 
tors rather than to unify medical lead- 
ership and support. 


. A growing misinformed segment of the 


public which increasingly interprets 
medical leadership and guidance as re- 
sented medical dictation—and the gen- 
eral public will determine certain 
trends with or without appropriate in- 
formation or medical leadership and 
guidance. 


. Voluntary prepayment plans. We say 


the success of voluntary prepayment 
plans for hospitalization and medical 
care lessens pressures toward com- 
pulsory systems, but we hasten the 
pricing of these voluntary plans out of 
the market by excessive x-ray and 
laboratory tests, and by excessive hos- 
pitalization for convenience. A few 
bright areas in the other direction are 
encouraging. 


. Why in the midst of plenty, health, 


and good living is there growing de- 
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pendence, misery, hunger, and desti- 
tution? Are palliatives and handouts 
the best course toward alleviation and 
improvement? What should or can the 
medical profession do, which we are 
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not doing, to correct this socio-econo- 
mic problem? Here again, our recog- 
nized understanding and appreciation 
are basic for our communication with 
those whom we serve. 


The Management of Infants Suspected of Having 
Congenital Heart Disease 


Mapison S. SpacuH, M.D. 


JEROME S. Harris, M.D. 


The management of congenital heart dis- 
ease in infancy poses a dilemma. We know 
that one-half per cent or more of all chil- 
dren are born with some sort of cardiac mal- 
formation. Many of these malformations, 
which cause death in early infancy, could 
be diagnosed by modern means and cor- 
rected by advanced techniques in cardiac 
surgery. On the other hand, a great many 
murmurs can be heard in apparently nor- 
mal infants. Many will disappear by the 
end of the first year, while others, though 
persistent, indicate only a minimal altera- 
tion compatible with normal life. It is there- 
fore imperative that we chart our course 
between overemphasis on the investigation 
of infants with murmurs, on the one hand, 
and overcomplacence or pessimism regard- 
ing children with actual signs of congenital 
heart disease, neither assuming that they 
will grow out of it nor, if severe, thinking 
that nothing can be done about it. 


Transient and Functional Murmurs 


In the first few days of life murmurs can 
probably be heard in 5 per cent or more of 
children, particularly under the optimal 
conditions of a sleeping infant and a quiet 
room. These murmurs are usually systolic 
in time but not very loud, ranging between 
1 and 2 plus in a total loudness scale of 4 
plus. Many may result from an incomplete 
change from fetal to postnatal circulation, 
and will disappear within a week or two. It 
is known, for example, that both the ductus 
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arteriosus and the foramen ovale may stay 
open for a variable period after birth in the 
normal neonate. 

In addition to these very transient mur- 
murs, there are functional murmurs which 
are often maximal in the third to fourth left 
interspace and may simulate those of in- 
terventricular defects. Many of these mur- 
murs, however, will disappear by the end 
of the first year of life. The child with this 
type of murmur is asymptomatic, has norm- 
al heart sounds and a normal-sized heart, 
and shows a gradual diminution in the loud- 
ness of the murmur at successive monthly 
examinations. A normal electrocardiogram 
gives confirmatory evidence. Because soft 
to moderately intense systolic murmurs 
frequently disappear in the first six months 
of life, it is highly debatable whether the 
physician should tell the parents of this 
finding unless the child shows some symp- 
toms or signs referable to the cardiovascu- 
lar system, or unless the murmur increases 
in intensity at successive examinations. 
More harm than good may be done in such 
instances by creating suspicion in the par- 
ents that their child has a damaged heart. 


Loud or Persistent Murmurs 
Without Symptoms 


A second group of children shows a mur- 
mur which either is quite loud and associat- 
ed with a thrill, or which increases with 
time or persists beyond the first year of 
life. The majority of these are probably as- 
sociated with some definite change in the 
structure of the heart or circulation. Never- 
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Fig. 1. Roentgenogram made during full expira- 
tion, showing “apparent” cardiomegaly. 


theless, the abnormality may be insufficient 


to cause any symptoms, signs or laboratory 
evidence (x-ray and electrocardiogram) of 
disease. 


In contrast to true functional murmurs, 
these can be labeled organic but clinically 
insignificant. They may remain so through- 
out life or may cause difficulties later in 
periods of pathologic (that is, disease) or 
physiologic stress (for example, adoles- 
cence, child-bearing, and so forth). These 
children should be followed every three to 
four months during infancy and at increas- 
ing intervals thereafter by careful inquiry 
into the presence of cardiovascular symp- 
toms and by meticulous physical examina- 
tions. At somewhat longer intervals, roent- 
genograms and electrocardiograms can be 
taken to determine whether the condition 
is still clinically insignificant. In our pres- 
ent state of knowledge there is no actual 
need for any further diagnostic tests dur- 
ing infancy in this group, since even if min- 
or deviations (such as a very mild pulmon- 
ary stenosis or a mild interventricular sep- 
tal defect) were to be found, surgery would 
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Fig. 2. Cardiac shadow appears within normal 
limits (full inspiratory film). 


not be indicated. 

A word of caution should be interjected 
here concerning the interpretation of roent- 
genograms and electrocardiograms in in- 
fancy. If films are taken during expiration, 
the size of the heart may be greatly exag- 
gerated and suggest a severe cardiac anoma- 
ly. Additional films taken during inspira- 
tion may reveal a completely normal heart 
(figs. 1 and 2). During early infancy, the 
electrocardiogram normally shows signs 
pointing to right ventricular dominance. 
The electrocardiogram, therefore, should be 
compared with controls of the same age 
rather than with the normal adult electro- 
cardiogram. 

Since it will be necessary to follow these 
children for a long period, it seems wisest 
to inform the parents of the murmur but at 
the same time to reassure them by pointing 
out that the condition has not caused any 
evidence of strain on the heart. If there is 
undue parental anxiety, the patient can be 
referred at this time to a cardiac center for 
confirmation of the physician’s diagnosis. 
This will be reassuring and allow the car- 
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diac center to establish a baseline against 
which comparison of the child’s progress 
may be made. 


Cardiovascular Symptoms With or 
Without Murmurs 


The last group includes those infants who 
show evidences of cardiovascular difficulty 
with or without the presence of murmurs. 
These difficulties may be manifested by 
alterations in the cardiac rhythm, such as 
paroxysmal tachycardia, evidences of stress 
in cardiac enlargement or electrocardio- 
graphic abnormalities, cyanosis, cardiac fail- 
ure or symptoms which at first glance may 
not suggest heart trouble. These include a 
low birth weight, poor weight gain, feeding 
difficulties, poor sucking, easy fatigability, 
excessive perspiration, increased suscepti- 
bility to respiratory infections with recur- 
rent bouts of apparent pneumonia, rapid 
breathing, respiratory distress, or an acute 
shock-like state. In the infant, cardiac fail- 
ure is almost always clinically right-sided 
regardless of the site of the lesion. Further- 
more, edema is uncommon. More character- 
istic is enlargement of the liver, with evi- 


dence of pain or tenderness. 

Frequently, the onset of frank cardiac 
failure in infants with large left-to-right 
shunts is preceded by bouts of apparent 
pneumonia, which are probably episodes of 
mild failure precipitated by respiratory in- 


fections. X-ray may show _ infiltrations 
which are largely the result of the very 
marked increased vascularity caused by 
the left-to-right shunt, but are interpreted 
as true pneumonias. Repeated bouts of 
pneumonia in a child who is frail and not 
thriving well should suggest the possibility 
of an acyanotic congenital heart disease 
with a large shunt. 

This group of infants should be referred 
to a cardiac center for evaluation. Although 
many will not require diagnostic studies 
other than routine roentgenograms and elec- 
trocardiograms nor need surgery until 
much later, their course may suddenly 
change and require rapid surgical interven- 
tion. The mortality of congenital heart dis- 
ease is greatest during the period of in- 
fancy, and particularly during the first six 
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months of life. Many of these infants, if 
diagnosed properly, can be saved by prompt 
surgery. Indeed it has been said that one 
third of those infants who die of congenital 
heart disease during the first month of life 
could be benefited by surgery. The propor- 
tion increases with age. 


Left-to-right shunts 


One of the most potentially salvageable 
groups is comprised of infants who have 
large left-to-right shunts. Characteristically, 
these infants tend to do well clinically dur- 
ing the first few months of life, but are 
prone to develop congestive heart failure 
between the fourth and seventh months, 
if they are going to get into difficulty prior 
to later childhood. Such infants require 
close observation during this critical period 
of the mid-first year. 

The main defects causing such difficul- 
ties are (1) interventricular septal defects, 
(2) patent ductus arteriosus, and (3) cer- 
tain types of interatrial septal defects which 
lie close to and may be associated with de- 
formities of the mitral and tricuspid valves 

(the ostium primum type of interatrial de- 
fect). It is interesting that the more famil- 
iar patent foramen ovale and _ interatrial 
septal defect usually do not cause Clinical 
difficulty during infancy. 


Diagnostic techniques 


These three types of patients are usually 
acyanotic and have large hearts, increased 
pulmonary vascularity, and systolic mur- 
murs. Since the patent ductus may not de- 
velop the diastolic component until late in- 
fancy or early childhood, these defects are 
often clinically indistinguishable. The elec- 
trocardiogram frequently is of value in sep- 
arating the ostium primum defect from the 
patent ductus and the _ interventricular 
septal defects. A definitive diagnosis be- 
tween the latter two anomalies frequently 
can be made only by means of cardiac cathe- 
terization or retrograde aortography. Both 
techniques can be done at any age. 

Catheterization in infants does not differ 
in principle from that familiar in adults. 
Not infrequently the presence of a patent 
ductus or an interventricular septal defect 
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Fig. 3. Retrograde aortogram revealing normal 
aortic arch. The sinuses of Valsalva and coronary 
arteries are also outlined in this study. 


can be demonstrated conclusively by pass- 
age of the catheter through the defect (for 
example, from the pulmonary artery di- 
rectly into the descending aorta in the case 
of a patent ductus). 

Retrograde aortography in infants is per- 
formed by the injection of radio-opaque 
material through a needle into the brachial 
artery, utilizing a special high pressure 
syringe. This forces the “dye” to pass in a 
retrograde fashion against the blood cur- 
rent to fill the aortic arch and its branches. 
If the pulmonary vascular system fills 
simultaneously with the aorta, the diag- 
nosis of a connection between the aorta and 
pulmonary system (such as a patent duct- 
us) is demonstrated. Figure 3 shows a 
normal aortic arch as outlined at retrograde 
aortography, while figure 4 shows the sim- 
ultaneous filling of both the aortic and pul- 
monary systems in the case of a patent duct- 
us arteriosus. Incidentally, the location of 
the ductus may be marked by an outpou- 
ching of the aorta at that point. This tech- 
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nique, as might be expected, is also very 
useful in the diagnosis of aortic arch ano- 
malies and coarctations. 

Other acyanotic conditions which are 
prone to cause difficulties during infancy 
are (1) coarctations (particularly when sit- 
uated proximal to the insertion of the duct- 
us), (2) fibroelastosis, (3) myocarditis, (4) 
disturbances of rhythm such as paroxysmal 
auricular tachycardia, and (5) a group of 
miscellaneous and bizarre abnormalities. 
The coarctations may be diagnosed if the 
physician attempts to palpate the femoral 
arteries. This is simpler and more effective 
than obtaining a blood presure. Occasional- 
ly, normal pulsations may be felt in the 
femoral arteries, but in this event the low- 
er extremities will be cyanotic since the 
blood supply is partly from a patent ductus 
with reversed flow. Paroxysmal tachycar- 
dia is easily diagnosed by auscultation dur- 
ing an attack, and may be confirmed by an 
electrocardiogram. The fibroelastosis and 
myocarditis groups are more difficult and 
are essentially diagnoses of exclusion after 
all other defects have been eliminated. Mur- 
murs May or may not be present, but car- 
diac enlargement is usually fairly marked. 
These, together with cases of paroxysmal 
tachycardia, are treated best by digitaliza- 
tion. 


Malformations with Cyanosis 


Finally there is the cyanotic group of in- 


Fig. 4. Retrograde aortogram showing simul- 
taneous filling of the aorta and pulmonary ves- 
sels, through a patent ductus arteriosus. 
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Fig. 5. Angiocardiogram (AP view of the chest) 
demonstrating Tetralogy of Fallot with simul- 
taneous filling of large aorta and small pulmonary 
artery. 


fants with cardiac malformations. They 
should be referred quickly to a cardiac cent- 
er since sudden changes may occur. Diag- 
nostic studies are usually attempted early 
in order to be prepared for emergency sur- 
gery. The common types are transposition, 
tetralogy, and pulmonary stenosis. The 
transpositions usually may be separated 
from the bulk of cyanotic conditions, since 
the pulmonary vascular fields appear con- 
gested in x-ray studies. Exact diagnosis de- 
pends largely on catheterization and angio- 
cardiograms. The latter technique is par- 
ticularly suited to the demonstration of 
right-to-left shunts. 

Figure 5 shows the simultaneous filling 
of a large aorta and a smaller pulmonary 
artery as seen in the typical tetralogy of 
Fallot. A new refinement consists of car- 
diac catheterization with injection of radio- 
opaque material selectively into different 
cardiac chambers. The course of the ma- 
terial is filmed by cineangiography. In this 
fashion a small amount of contrast material 
is employed, multiple injections can be 


Fig. 6. Equipment used in cineangiocardio- 
graphy. The movie camera (placed on top of the 
image amplifier fluoroscope) is synchronized with 
the x-ray machine to record 64 very brief expo- 
sures per second. 


made, and the defects can be more exactly 
located. Figure 6 shows the apparatus used 
in these studies. It consists of an image am- 
plifier fluoroscope, with a movie camera 
taking pictures of the fluoroscopic screen. 
In order to reduce the amount of radiation, 
the fluoroscope and movie camera are syn- 
chronized at 64 very brief exposures per 
second. The film strip can then be project- 
ed at normal speed, giving a slow motion 
picture of the course of the circulation. 


Summary 


We have attempted to outline the course 
to be followed by a physician when con- 
fronted with the possibility of congenital 
heart disease in early infancy. The man- 
agement of the infant and his family de- 
pends on the nature of the murmur and the 
presence of cardiac symptoms and signs. 
Many types need immediate referral to a 
cardiac center for special studies because 
of potential dangers early in life and the 
possibility that surgery may be needed even 
during infancy. 
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Recent years have witnessed increasing 
interest in an uncommon form of heart dis- 
ease whose outstanding characteristic is 
extensive and marked endocardial thicken- 
ing of one or both ventricles. Auricular and 
valvular involvement is frequently noted, 
and associated myocardial fibrosis is some- 
times found. This extensive involvement of 
the ventricles, auricles, valves, and associat- 
ed myocardial fibrosis is believed to be pri- 
marily responsible for the clinical picture 
presented. It is to be emphasized that in 
these cases the endocardial thickening is 
the primary and outstanding feature rather 
than the incidental autopsy finding. 

Extensive involvement of the endocar- 
dium with fibroelastic changes was first de- 
scribed in 1816 by Kreysig (cited by St. 
John and Copes'). Since then numerous 
case reports have referred to this finding 
under a multiplicity of terms. Among these 
are endocardial sclerosis, congenital sub- 
endocardial myofibrosis, congenital idio- 
pathic hypertrophy of the heart, prenatal 
fibroelastosis, fetal endocarditis, endocar- 
dial dysplasia, elastic tissue hyperplasia, 
endomyocardial fibroelastosis, elastic tissue 
of the myocardium, and constrictive endo- 
carditis. 

The common feature of all these condi- 
tions is the presence of obvious thickening 
of the endocardium. For purposes of this 
discussion the term “endocardial fibroelas- 
tosis” will be most frequently employed. 

On reviewing the literature on this in- 
teresting entity, one is impressed with the 
clinical spectrum presented. At one end he 
finds a form seen by the pediatrician in the 
infant and young child which, in the past 
decade, has become recognized as a fairly 
common cardiac disease in this age group. 
At the other extreme is the rare type origi- 
nally described by Lé6ffler?, in 1936, and 
subsequently referred to as fibroplastic en- 
docarditis, or Léffler’s endocarditis parie- 
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talis fibroplastica. In the intermediate area 
of the spectrum is another type occurring 
predominantly among adult Negroes in 
Africa, where it is considered one of the 
most common causes of heart failure. Still 
another type is found primarily among 
white adolescents and adults, mainly from 
North Africa and Europe. 

For purposes of discussion, therefore, 
cases of endocardial fibroelastosis can be 
divided arbitrarily into several groups. 
Overlapping as well as distinct and specific 
features will be found in all groups. The 
groups will be discussed individually, with 
emphasis on the outstanding specific char- 
acteristics of each. 

Group One—Infants and Children 
Infants 

A survey of the literature*"® reveals that 
fibroelastic endocarditis is considered by 
many to be one of the most common cardiac 
conditions associated with death in children 
below the age of 10 years. In his series, 
Diamond* found that one third of the child- 
ren dying of congenital heart disease before 
the age of 10, on whom autopsies had been 
performed, had severe endocardial fibroe- 
lastosis. Blumberg comments further on 
the frequency of this fatal disease in in- 
fancy, and described 25 cases of his own 
observed during a five-year period. 

In infants and children endocardial fib- 
roeslastosis is seen in both the primary or 
idiopathic form, with or without associated 
congenital cardiac lesions. The most com- 
monly associated abnormalities are congen- 
ital aortic stenosis, coarctation of the aorta, 
and patent ductus arteriosus. Both those 
cases with and those without associated 
congenital lesions have the common char- 
acteristic of a grossly thickened, pearly 
white endocardial layer. Cases of the pri- 
mary type present a fairly uniform clinical 
and pathologic picture. Those with associat- 
ed malformations are far more heterogene- 
ous and present considerable variation in 
the clinical picture. 
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In the average primary or idiopathic case, 
the clinical manifestations are sufficiently 
typical to alert one to a tentative antemor- 
tem diagnosis. Cough, paroxysmal dyspnea, 
vomiting, tachycardia, respiratory distress, 
tachypnea, and cyanosis occur rapidly in a 
newborn or young child previously regard- 
ed as normal by the parents and physician. 
The usually present signs of heart failure 
are initially attributed to bronchopneu- 
monia. X-ray examination reveals a glob- 
ular enlarged heart with bilateral pulmon- 
ary congestion. Frequently this sign may be 
the first indication that the heart is in- 
volved. Closer observation reveals a_per- 
sistent tachycardia and muffled heart 
sounds. Unless some associated congenital 
cardiac defect is present, no significant mur- 
murs are usually detected. The murmurs 
usually associated with such a lesion are not 
sufficiently impressive to explain the cause 
of the advanced failure, cardiac enlarge- 
ment, and silhouette. 

In addition to the tachycardia, the electro- 
cardiogram displays a multiplicity of other 
nonspecific abnormalities, such as flattened 


or T wave inversions, prolongation of the 
PR interval, widening of the QRS complex, 
and findings of left ventricular hypertrophy 
and myocardial damage. Various arrhyth- 
mias with varying degrees of block, com- 


plete atrioventricular dissociation, and 
Adams-Stokes attacks may be evident. In his 
detailed analysis of 23 complete electro- 
cardiograms from cases of primary endo- 
cardial fibroelastosis proved at autopsy, 
Vlad" noted a high incidence (16 cases) of 
left ventricular strain patterns in hearts 
with vertical or semi-vertical electrical 
position. Right ventricular hypertrophy was 
relatively common either in a pure form (4 
cases) which might or might not be replac- 
ed later by left ventricular hypertrophy, 
or in the form of combined ventricular 
hypertrophy (3 cases). Alterations of the 
P waves were seen in 14 cases, indicating 
right and/or left atrial hypertrophy or dila- 
tation. 

At this stage the clinical course is un- 
predictable, but it may follow one of several 
patterns. Terminal symptoms may develop 
rapidly and death may occur within min- 
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utes or hours—the so-called “acute or ful- 
minating” type of idiopathic congenital in- 
fantile endocardial fibroelastosis. 

Endocardial fibroelastosis as the cause of 
sudden, unexpected, and unexplained death 
in an infant previously regarded as normai 
is being more widely recognized—the so- 
called “crib death.”'* At autopsy in such 
cases the unexpected finding of extensive 
endocardial fibroelastosis provides the only 
logical explanation of the cause of death, 
the probable mechanism being the sudden 
development of acute fatal arrhythmia. 

On the other hand the course may be less 
fulminating, and there may be temporary 
control of periodic episodes of cardiac 
failure with the use of mercurials, digitalis, 
sodium restriction, and steroids—the so- 
called “chronic” type. However, the course 
is usually down hill, and death may result 
from congestive heart failure or an acute 
arrhythmia. Death from embolization is in- 
frequent in this group. 

In the initial phase of the disease several 
clinical entities may be considered in the 
differential diagnosis. Among the more 
acute bronchopneumonia and acute myocar- 
ditis of various causes. Roentgenograms of 
the heart reveal it to be enlarged and usual- 
ly globular’: '*. The pulmonary markings are 
increased in the presence of left-sided heart 
failure. The cardiac silhouette is not diag- 
nostic, but angiocardiograms provide a valu- 
able lead toward a correct ante mortem 
diagnosis. 

In normal patients and with conditions 
other than congenital fibroelastosis, an- 
giocardiographic studies reveal reciprocal 
atrial and ventricular filling. Atrial systole 
is noted to accompany ventricular diastole, 
while atrial filling occurs simultaneously 
with ventericular emptying. In patients 
with endocardial fibroelastosis this reciproc- 
ity is not observed. Usually no significant 
changes are noted in the size of the ventric- 
ular chambers during systole and diastole, 
probably because of the splinting action of 
the thickened fibrotic endocardium. Dye in- 
jected into the ventricular cavity during 
angiocardiography appears to remain there. 
However, when similar angiocardiographic 
studies are performed on patients with left 
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ventricular enlargement and failure from 
causes other than endocardial fibroelastosis, 
marked volume changes in systole and di- 
astole are noted on the angiocardiograms. 
Linde'™ cautions, however, that before the 
specificity of this sign can be fully evaluat- 
ed, studies must be performed in other rare 
types of heart disease such as idiopathic 
cardiac hypertrophy, glycogen-storage dis- 
ease, and idiopathic myocarditis. 

In their angiocardiographic study of 6 
patients with endocardial fibroelastosis, 
Lynfield and Gasul 17 found 3 patients 
with dilatation of the left ventricle and 3 
with small or normal left ventricular cham- 
bers. In all of them opacification of the left 
side of the heart was delayed and prolonged. 
In 5 patients, enlargement of the left atrium 
was noted. Two patients showed consider- 
able contraction of the left atrium. Those 
with the most severe degree of left ventric- 
ular dilatation displayed the _ smallest 
change in the size of the left ventricular 
chamber during ventricular systole. In one 
case, the chamber of the left ventricle was 
decreased during systole, but the residual 
volume was large. Therefore, it appears that 
in these cases of endocardial fibroelastosis 
with associated left ventricular hypertrophy 
or dilatation, chamber size during ventric- 
ular systole is either minimal or absent, 
with a resulting increase in residual volume. 

In those patients with a normal-sized or 
contracted left ventricle, angiocardiograms 
revealed some decrease in the size of the 
left ventricle during systole, but again 
the residual volume was found to be in- 
creased. This finding of impaired disten- 
sibility of the ventricle is similar to that 
found in patients with certain pericardial 
and myocardial disease, such as constrictive 
pericarditis, diffuse myocardial fibrosis, 
nonspecific myocarditis, and amyloid infil- 
tration of the heart!®. 

In the same 6 patients studied by Lyn- 
field and Gasul, cardiac catheterization stu- 
dies of the heart revealed moderate to 
severe pulmonary hypertension and mark- 
ed increase in the total pulmonary resist- 
ance index. Catheterization of the left side 
of the heart showed a markedly elevated 
ventricular diastolic pressure, 
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On the basis of their clinical, radiologic, 
electrocardiographic, angiocardiographic 
studies, and cardiac catheterization findings, 
Lynfield and Gasul divided their cases in 
two types: Type 1 is characterized by dila- 
tation of the left ventricle and signs of left 
ventricular enlargement and failure, reveal- 
ing evidence of marked left ventricular en- 
largement and hypertrophy on clinical, 
radiologic, and electrocardiographic exam- 
niation. In type 2, a normal-sized or con- 
tracted left ventricular cavity is found with 
more prominent findings of pulmonary 
hypertension and right ventricular hyper- 
trophy secondary to impaired left ventric- 
ular function. 

Clinical and electrocardiographic evidence 
of associated right ventricular hypertrophy 
was present, being especially prominent in 
the latter. In this type, the secondary effects 
on the pulmonary circulation are similar to 
those of mitral stenosis. On these same 6 
patients Gasul performed catheterization 
studies. Catheterization of the right side of 
the heart showed moderate to severe pul- 
monary hypertension and increased total 
pulmonary resistance. Catheterization of the 
left side revealed elevation of the left ven- 
tricular diastolic pressure, indicative of left 
ventricular failure. 

Functionally, the end result of the thick- 
end endocardium is limitation of expansion 
and contraction of the ventricle. This splint- 
ing action leads to heart failure. It is post- 
ulated that endocardial fibrosis almost in- 
variably causes hypertrophy of adjacent 
ventricular musculature, probably due to 
the increased work necessary to contract 
and expand the thickened fibroelastic en- 
docardium. It is thought that the thickened 
endocardium interferes with and limits ven- 
tricular movements from the inside of the 
heart in much the same way as the scar 
tissue surrounding the heart in constrictive 
pericarditis does from the outside. There- 
fore the condition is sometimes referred to 
as constrictive endocardial sclerosis’. 

Pathologically*”®, the fibroelastic changes 
in the endocardium vary in degree, but 
upon gross inspection one may observe a 
shiny gray-white thickening that may ex- 
tend to and involve the valves. The left side 
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of the heart is most often affected, chiefly 
the ventricle, where the endocardial thick- 
ening is greatest over the septal surface. 

Histologically, the endocardial thickening 
is due to a heavy layer of elastic and col- 
lagen fibers which may extend for short dis- 
tances around small blood vessels in the 
myocardial lesions. No specific myocardial 
lesions are found, although small areas of 
patchy fibrosis are frequently mentioned. 
Other changes such as calcifications under- 
lying the thickened endocardium, and ab- 
normal glycogen deposits are also described. 
The pathological changes in the lungs and 
other organs usually represent the effects of 
congestive heart failure. Mural thrombi are 
sometimes present and may give rise to in- 
farcts at different sites. 


Ages 2 to 6 


Von Ruchian*! arbitrarily established the 
ages of 2 to 16 as representing the second 
group in the spectrum of children and 
young adolescents. Endocardial fibroelasto- 
sis is much less frequent in this group than 
in infants and young children. The signs 
and symptoms may show some variation 
when compared with those of the infantile 
group. The onset is usually more insidious. 
The characteristic picture is that of chronic, 
progressive congestive heart failure, with 
no specific murmurs or lesions to explain 
the etiology. Response to digitalis, diuretics, 
and diet may occur but is only temporary. 
Complete atrioventricular block may occur, 
with a full Stokes-Adams syndrome. Typical 
anginal attacks have also been described in 
this age group. 

Left ventricular hypertrophy is the com- 
mon pattern observed. Intracardiac calcifi- 
cations also have been reported. Roentgeno- 
grams, electrocardiograms, catheterization 
studies, and angiocardiograms are essential- 
ly like those in infants. The left atrium and 
ventricle are more frequently involved, with 
a less striking degree of endocardial thick- 
ening and cardiac hypertrophy. Mural 
thrombi and embolization are more com- 
mon. 

The course of the disease is usually pro- 
tracted, with death usually occurring in con- 
gestive heart failure. Patients usually re- 
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spond at first to digitalis, diuretics, low sod- 
ium diet, and other empirical measures, but 
eventually they become refractory to this 
therapy. Sudden death from complete atrio- 
ventricular block and embolization may 
occur. 

The degree of cardiac hypertrophy and 
endocardial thickening is less striking than 
in the infantile group. It is generally be- 
lieved that the etiology is the same in both 
age groups, the significant difference being 
a matter of degree, resulting in a delayed 
onset of clinical symptoms. 


Group Two — Adults 


Cases of the adult type (16 years of age 
and older) have sufficient clinical and path- 
ologic dissimilarities to be divided arbitrari- 
ly, for purposes of discussion, into three 
groups: (1) those seen primarily in the 
Negro population of Africa; (2) those seen 
in North America and Europe, particularly 
in England, France, Austria, Germany, and 
Switzerland; (3) those with the unusual 
characteristics described initially by L6ffler 
and more commonly known as LOffler’s 
fibroplastic endocarditis. 


African variety 


The African variety of endocardial fibro- 
elastosis is so called because most of the 
cases described have been found on the 
African continent. A few cases with similar 
features have also been reported in white 
patients living in these areas, and one in 
a North American Indian”. 

In the studies of Davies and Ball** per- 
formed at Uganda, endocardial fibrosis was 
found to be the second most common cause 
of cardiac failure resulting in death. 

In addition to the finding of a grossly 
thickened, white, leathery, fibrotic endo- 
cardium lining the ventricular cavities, it 
was also noted that the lesion extended from 
the ventricular walls to the papillary mus- 
cles, chordae tendinae, and valve leaflets. 
Also, the diseased endocardium was fre- 
quently found to be covered with mural 
thrombi. 

The endocardium averaged 2 to 3 mm. in 
thickness, but occasionally was found to be 
as much as 10 mm. Fibrous strands extend- 
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ing from the fibrous endocardial tissue and 
penetrating the myocardium was describ- 
ed in about one third of the cases. In one 
third of the cases an area of calcification 
was noted in the endocardial fibrous tissue. 
Superimposed subacute bacterial endocar- 
ditis was also found on the septal wall in 1 
case. 

Involvement of the mitral valve appar- 
atus was noted in two thirds of the cases, 
varying from slight thickening to advanced 
involvement, where the cusps were com- 
pletely embedded in a mass of fibrous tis- 
sue. This resulted in mitral insufficiency in 
one third of the cases and mitral stenosis in 
2 cases. Bacterial endocarditis on the mitral 
valve was noted in 4 cases. Dilatation of the 
left atrium and small patches of thickened 
endocardium were noted in approximately 
25 per cent of the cases. Right ventricular 
involvement was noted in 31 of the 32 
hearts. Hypertrophy and dilatation of this 
chamber were very common. Calcification 
and mural thrombosis was less frequent 
than in the left ventricle. 

Lesions of the tricuspid valvular appar- 
atus, though minor, were noted in 26 hearts. 
No evidence of calcification or bacterial en- 
docarditis were found here. 

Hypertrophy and dilatation of the right 
atrium were present in two thirds of the 
cases. Focal areas of thickening were noted 
in one third of the cases. 

The aortic and pulmonary valve was not 
involved in any case. The great veins en- 
tering the atrium showed no lesions. 

Histopathologic studies showed most of 
the endocardial lesions to consist of three 
zones; the superficial was usually acellular 
and often hyalanized. Calicum deposits 
were frequently present in this layer. The 
intermediate zone consisted of loosely tex- 
tured fibrous tissue. Below this was a layer 
of granulation tissue. All hearts showed 
some fibrosis of the myocardium; Davies 
and Ball, therefore, prefer the term “endo- 
myocardial fibrosis.” 

In a comparative study of these African 
cases with those in his U. S. series, Thom- 
as” sharply demarcated the African cases 
from the usual form of endocardial fibro- 
elastosis by noting that they tend to show 
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a destruction of the endocardium and dis- 
ruption of the elastic framework by replace- 
ment fibrosis. This differs from the more 
uniform overgrowth of both fibrous and 
elastic tissue components which are so char- 
acteristic of what is usually considered to 
be the “typical” form of the disease. No 
unusual extracardiac pathology was noted 
other than that related to chronic conges- 
tive heart failure and terminal infection. No 
abnormalities were noted in the major cor- 
onary vessels, but parasitic infestation was 
a common finding. 

It is obvious that the clinical findings in 
each of these African cases will be found 
to reflect the type of major cardiac lesions. 
If the lesion was predominantly one in the 
left ventricular endocardium, left and right 
heart failure appeared without any distin- 
guishing features. In such cases the diag- 
nosis is made only by exclusion. If the mi- 
tral valve was also involved, mitral insuf- 
ficiency resulted. Davies and Ball** consider 
this the most common form of endomyo- 
cardial fibrosis and the most easily diag- 
nosed. These patients have a high pitched 
apical systolic mummur and thrill in a 
moderately enlarged left atrium. As prev- 
iously mentioned, 2 cases of mitral stenosis 
were also observed in this series. 


North American-European 


In adult cases seen in North Americans 
and Europeans” **, the usual picture is that 
of chronic congestive heart failure charac- 
terized by the absence of specific findings 
suggesting coronary artery disease, valvular 
disease, and the usual explainable causes of 
heart failure. This frequently occurs in an 
individual previously considered perfectly 
normal and healthy. The first onset of fail- 
ure is frequently preceded by a severe up- 
per respiratory infection. Once failure oc- 
curs, it usuaily is chronic and progressive; 
the relief afforded by digitalis, mecurials, 
and other empiric measures is only tempor- 
ary. Rapid and progressive deterioration is 
the general rule. This entity may be com- 
pared with aortic stenosis in an adult who 
enjoys a normal life before decompensation 
develops. The subsequent course is then one 
of rapid, progressive, unremitting conges- 
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tive heart failure. Death may also result 
from embolization or acute arrhythmia. 

The description just given is a composite 
picture of the average patient in this group. 
Unusual cases have also been reported 
where the clinical picture simulated that of 
constrictive pericarditis and mitral stenosis 
only to present the typical features of en- 
docardial fibroelastosis at thoracotomy. 

Chest films usually show generalized 
cardiac enlargement of a nonspecific nature, 
with associated pulmonary congestion. An- 
giocardiograms again reveal a decrease of 
systolic and diastolic cardiac motion, with 
delayed opacification. The electrocardio- 
gram shows nonspecific abnormalities con- 
sisting of conduction defects, changes of 
the T wave and ST segments, and various 
blocks. Catheterization shows elevation of 
pressure in the right side of the heart. The 
incidence of embolization is higher than in 
the infantile and adolescent white group. 

The differential diagnosis should include 
the various entities which might present 
findings such as primary myocardial dis- 
ease of viral or nonspecific origin, cardiac 
amyloidosis, cardiac hemosiderosis, throm- 
bosis of the endocardial surfaces of one or 
both ventricles of unknown etiology, beri- 
beri heart disease, multiple pulmonary 
embolization, constrictive pericarditis, and 
rheumatic heart disease. 

The outstanding pathologic features*’ 
consist of a diffuse fibroelastic thickening 
of the myocardium and a patchy myocardial 
fibrosis quite comparable to that associated 
with the childhood type of the disease. In 
some cases it may be as generalized and as 
severe as in the childhood form; in others 
it may be less severe and tend toward a 
patchy distribution. The amount of myo- 
cardial fibrosis is about the same in both 
types. In some cases it may be entirely 
absent. Mural thrombosis, however, is a 
more prominent feature in the adult cases. 
A few lymphocytes may be noted on close 
observation of the myocardium, but are not 
sufficient to warrant consideration of an in- 
flammatory origin. 

Fibroplastic endocarditis with eosinophilia 


The third type of adult endocardial fibro- 
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elastosis is that usually referred to as fibro- 
plastic endocarditis with eosinophilia (L6f- 
fler’s endocarditis parietalis fibroplastica). 
This condition has been reported less fre- 
quently than have the other types. 

The outstanding characteristic of this 
group appears to be severe progressive con- 
gestive failure unassociated with any ob- 
vious type of heart disease. Valvular in- 
volvement in the presence of both systolic 
and diastolic murmurs is a frequent find- 
ing. The valvular lesions are usually insuf- 
ficient, however, to explain the clinical pic- 
ture of chronic, progressive, intractable fail- 
ure. 

A striking eosinophilia is one of the prom- 
inent features. In the first case reported in 
the American literature, by Hoffman*® in 
1956, the eosinophilia varied from 30 to 70 
per cent of the peripheral white blood cell 
count and remained a constant finding. The 
bone marrow may also exhibit marked eosi- 
nophilia. The endocardial tissue is grossly 
thickened and fibrotic, being most prom- 
inent in the ventricles. Mural thrombi have 
also been described. The atria may be dilat- 
ed. Cardiomegaly is present, but is not as 
prominent as in the other groups. Micro- 
scopic section reveals a thick mass of hy- 
alinized connective tissue beneath the en- 
docardium and extending for a great dis- 
tance into the myocardium. No myocardial 
fibers are recognized within this hyalanized 
connective tissue. 

In the differential diagnosis one considers 
the unusual forms of heart disease such as 
atrial myxoma, lymphoma, amyloidosis, 
nonspecific myocarditis, and hemosiderosis. 


Etiology 


The etiology of endocardial fibroelasto- 
sis*! 86 is obscure, and numerous theories 
have been suggested. In the primary or in- 
fantile type without associated congenital 
cardiac lesions, the many possibilities ad- 
vanced include intrauterine infections or 
trauma, intrauterine anoxia, and abnormal 
diffentiation of the bulbus cordis. 

It has also been suggested, but not clear- 
ly demonstrated, that endocardial fibro- 
elastosis may be related to the collagenous 
group of diseases. That a genetic influence 
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may be present is suggested by the occur- 
rence of the disease in several siblings and 
twins. In his detailed study of 4 cases, 
Rosahn** describes, in addition to the endo- 
cardial lesions, a marked periarterial ad- 
ventitial hyperelastosis in systemic small 
and medium-sized arteries, suggesting that 
the process is generalized and systemic, and 
not limited to the heart alone. 

Black-Schaffer suggests that the primary 
defect is in the myocardium. This myocar- 
dial weakness results in a dilation of the 
ventricle, causing an increase in the ten- 
sion on the endocardium; the proliferation 
of the fibrous and elastic tissue is then con- 
sidered to be a compensatory response to 
increased pressure and stretch. 

Other etiologic possibilities are metabolic, 
nutritional, allergic, toxic, and infectious 
factors. 

It is apparent that no single cause can ac- 
count for the multiplicity of diverse patho- 
logic features of endocardial fibroelastosis. 
Thus it is reasonable to suggest that the 
disease represents an endocardial response 
to a variety of unknown or unclassified 
stimuli. It may therefore be considered 
analagous to cirrhosis of the liver, in that 
the microscopic studies of the end result 
fail to reveal the nature of the primary 
cause. 


Summary 


Endocardial fibroelastosis is one of many 
synonyms used to designate a form of heart 
disease now being more widely recognized 
in patients of all age groups. It is character- 
ized by extensive thickening of the endo- 
cardium, frequently with similar involve- 
ment of the valves, chordae tendinae, and 
papillary muscles. On the basis of age, geo- 
graphic location, and pathologic and clin- 
ical differences, one may arbitrarily divide 
patients with this condition into several 
groups. In infants it is frequently asociat- 
ed with congenital cardiac lesions. It is also 
seen less frequently in infants without as- 
sociated congenital cardiac defects. In 
young children and adolescents, and in 
adults of the North American and Euro- 
pean continents, the type of endocardial 
fibroelastosis observed probably represents 
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a lesser degree of the primary or idiopathic 
infantile type, with a longer survival time. 
The lesion here is generally characterized 
by a fibroelastic proliferation. The African 
type has been recently described as the 
second most common cause of congestive 
heart failure in that area. Its clinical pic- 
ture is quite variable and its pathologic pic- 
ture quite distinct from that of other types 
of endocardial fibroelastosis in that its main 
lesion is of a destructive nature. 
Endocardial fibroelastosis may mimic 
constrictive pericarditis and mitral stenosis, 
and should be ruled out, if at all possible, 
before thoracotomy is attempted. 
Numerous theories regarding the etiology 
of this condition are offered, but no one 
theory can satisfactorily explain all cases. 
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Hereditary Thyroid Disease 
A Report of Hyperthyroidism in Five of Six Siblings 


NorMAN H. Garrett, Jr. M.D. 
GREENSBORO 


Although thyroid disease frequently oc- 
curs in more than one member of a family, 
the presence of this disease in all the sib- 
lings in one family is quite rare. I have re- 
cently had the opportunity of encounter- 
ing such a family unit with 6 siblings, 5 of 
whom had hyperthyroidism and the sixth 
Hashimoto’s struma. When more than one, 
form of thyroid disease appears in a family, 
the question arises if a single hereditary 
factor can produce different disease pat- 
terns. Is the nature of the hereditary factor 
dominant or recessive? Since the etiology 
of thyroid disease is as yet unknown in the 
vast majority of cases, could inborn errors 
of metabolism and/or hereditary factors be 
of major etiologic importance? The cases re- 
ported here have stimulated these ques- 
tions and this report. In the consideration 
of hereditary thyroid disease, one must na- 
turally exclude environmental factors such 
as endemic iodine-lack and the high intake 


of goitrogenic food substances which would 
logically involve an entire family. 
Case Reports 

This family unit consists of 6 siblings 
whose present ages range from 34 to 49. 
A diagnosis of hyperthyroidism was made 
in 5 of the 6 between the ages of 33 and 
38. The sixth had undergone a thyroidec- 
tomy at the age of 40 because of the pres- 
ence of a multinodular nontoxic goiter. 
There were no other siblings in the family. 
The mother of these patients died at the 
age of 72 with a probable coronary throm- 
bosis, and the father at the age of 64 with 
“heart trouble” and “cancer of the prostate.” 
There is no evidence to suggest that either 
had had a goiter or a history of hyperthyroid- 
ism. There is a note on the chart of one of 
the siblings that two aunts on the mother’s 
side had had goiters, but this could not be 
verified. The 6 siblings reported here have 
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11 children in all, aged 7 to 30, and none 
have any reported evidence of thyroid dis- 
ease. The entire family unit was born and 
reared in Piedmont North Carolina and have 
not lived elsewhere for any length of time. 


Case 1 


A 33 year old white woman was found to be 
hyperthyroid two years after the onset of symp- 
toms of heat intolerance, increased appetite, and 
excessive nervousness. When I first saw her the 
pulse was 110 and the blood pressure 140 sys- 
tolic, 70 diastolic. The hands were warm and 
moist. There was no lid lag or exophthalmos. 
The thyroid gland was firm, slightly enlarged 
(estimated weight, 40 Gm.), and free of nodules. 
There was a 3 plus venous bruit in the right 
supraclavicular fossa. The heart was normal ex- 
cept for tachycardia and an accentuated M-1. 
Pulses were bounding. There was a rapid re- 
bound in the deep tendon reflexes, and a fine 
tremor of the hands and tongue. The 24-hour 
thyroidal I'%! uptake before treatment was 64 
per cent. 

The patient was prepared for operation with a 
five-week course of Tapazole, 60 mg. daily, and 
gained from 110 to 115 pounds. There was mark- 
ed symptomatic improvement and_ significant 
but not complete abatement of the physical 
signs of hyperthyroidism. On January 7, 1950, a 
subtotal thyroidectomy was done by Dr. A. B. 
Coggeshall. The pathologic specimen weighed 
37 Gm. Microscopically, “Most of the glands are 
well filled with colloid. In some of them the 
epithelium is flat; in others, it is cuboidal or 
columnar, and there is vacuolization of the col- 
loid adjacent to the epithelium. Diagnosis: Dif- 
fuse epithelial hyperplasia or thyroid consistent 
with diffuse toxic goiter.” (Dr. H. Z. Lund) 

The patient’s postoperative course was un- 
eventful, without medication, and her weight 
has remained stable at about 120 pounds. When 
last seen 22 months after operation she was 
clinically euthyroid, with a protein-bound iodine 
of 4.55 micrograms per 100 ml. 

Case 2 

A diagnosis of hyperthyroidism was made in 
this patient at the age of 38 on the basis of 
symptoms of palpitation, increased appetite, and 
heat intolerance of one year’s duration. The 
blood pressure was 120 systolic, 60 diastolic, and 
the pulse 120. There was no lid lag or exoph- 
thalmos. The thyroid was diffusely enlarged, 
grade 2 plus. There was no weakness of the 
quadriceps, but a fine tremor was present. Basal 
metabolic rates of plus 39 per cent and plus 100 
per cent were obtained prior to therapy. In pre- 
paration for operation the patient was given 
propyl thiouracil for two months and Lugol’s 


solution, 30 drops daily, for a few weeks, On 
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August 11, 1952, a subtotal thyrodectomy was 
done by Dr. R. O. Lyday. The pathologic speci- 
men was estimated to weigh from 50 to 60 Gm., 
and Dr. H. C. Lennon described the microscopic 
appearance as “fairly typical of involuting 
hyperthyroid.” 

I first saw the patient in July, 1959, at the age 
of 46, when he presented symptoms of nervous- 
ness, vague abdominal pain, and recurrent head- 
ache. These symptoms had been present since an 
automobile accident some eight months pre- 
viously, at which time he suffered a contusion 
of the larynx and thrombosis of the right sub- 
clavian artery, among other injuries. The blood 
pressure was 150/80, the pulse 110; there was no 
exopthalmos or lid lag. Other findings included a 
well healed thyroidectomy scar, with no palpable 
tissue, a 3 plus venous hum in the right sup- 
raclavicular fossa, some degree of emphysema, 
bounding pulses except for a barely palpable 
pulse in the right upper extremity, and rapid 
rebound in all deep tendon reflexes. The 24-hour 
thyroidal [131 uptake was 70 per cent. 

The patient was given a therapeutic dose of 
4.0 millicuries of I'81 orally on July 31, 1959. 
Four months later he showed good clinical in- 
provement and had a protein-bound iodine level 
of 8.1 micrograms per 100 ml. Twelve months 
after treatment his blood pressure was 100/70 
and the average pulse rate was 72. Vascular 
sounds of the neck, heart tone, and deep tendon 
reflexes were all normal, and there was no 
tremor. The protein-bound iodine was 6.1 micro- 
grams per 100 m1l., I'31 uptake 14 per cent in 24 
hours, and cholesterol was 270 micrograms per 
100 ml. Clinical impression: euthyroid. 


Case 3 


This patient, a woman, was found to be hyper- 
thyroid at the age of 38. Her presenting symp- 
toms were nervousness, tachycardia, and a 
weight loss of 4 pounds in the face of a great in- 
crease in appetite. Physical findings included a 
blood pressure of 110/60, pulse 120; no exoph- 
thaimos; “fairly symmetrical enlargement of the 
thyroid gland, grade 2”; a fine tremor of the 
extremities, and definite weakness of the quad- 
riceps. The basal metabolic rate was plus 36 per 
cent before treatment. She was given 300 mg. 
of propyl thiouracil and 30 drops of Lugol’s solu- 
tion daily for several weeks. On January 22, 
1951, a subtotal thyroidectomy was done by Dr. 
Lyday, and the following microscopic descrip- 
tion reported by Dr. Lennon: “Moderate varia- 
tions in size of acini with varying degrees of 
colloid material within the lumen of the acini. 
The majority of the lining epithelial cells are 
cuboidal in character...” 

There was an onset of metrorrhagia four 
months after operation, and the patient was 
started on thyroid within one year because of 
symptoms of hypothyroidism. She was 47 when 
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first seen by me in May of 1960, with symptoms 
of lethargy, depression, weight gain, and sleep- 
iness. Physical findings included periorbital 
edema, the absence of lateral margins of the eye- 
brows, a thyroidectomy scar, no palpable thyroid 
tissue, normal vascular sounds in the neck, and 
marked delay in the rebound of the deep tendon 
reflexes. The clinical impression was mild hypo- 
thyroidism. The dosage of thyroid was gradually 
increased to 3 grains daily, with prompt symp- 
tomatic improvement and a return of reflexes to 
normal. 


Case 4 


This man was found to be hyperthyroid at the 
age of 35. He had had symptoms of some months’ 
duration consisting of heat intolerance, exces- 
sive fatigue, increased appetite, and marked 
nervousness. The blood pressure was 120/65, 
the pulse 120. There was no exophthalmos, but a 
slight though definite lid lag, diffuse enlarge- 
ment of the thyroid (‘‘about grade 2 plus’), and 
a fine tremor of the hands were noted. Basal 
metabolic rates of 64 and plus 69 per cent were 
obtained. Four plus glycosuria was present. The 
patient was given 300 mg. of propyl thiouracil 
and 30 drops of Lugol’s solution per day for sev- 
eral months. On May 19, 1951, a subtotal thyroi- 
dectomy was done by Dr. Lyday. The pathologic 
specimen—estimated to weigh 40 Gm.—was de- 
scribed as follows: “. . . Sections of the thyroid 
gland reveal large areas of rather loose cellular 
structure in which practically no colloid material 
is present. Other areas show acini containing 
varying amounts of colloid material. Scattered 
about in the stroma are several typical lymphoid 
follicles with germinal centers.” 

This patient is reportedly doing very well 
without medication since the operation. I have 
not seen him personally. 


Case 5 


A diagnosis of hyperthyroidism was made in 
this patient at the age of 36, when he presented 
symptoms of nervousness, excessive perspira- 
tion, a 10-pound weight loss, and a definite in- 
crease in appetite. His physical findings includ- 
ed a blood pressure of 140/75, a pulse of 120, de- 
finite exophthalmos, a diffusely enlarged thyroid, 
a fine tremor of the extremities, and weakness 
of the quadriceps. Laboratory data were not re- 
corded. He was given 300 mg. of propyl! thiouracil 
daily and Lugol’s solution for three months. On 
December 14, 1954, a subtotal thyroidectomy was 
done by Dr. Lyday, and the following micro- 
scopic recorded by Dr, Lennon: “Acini vary 
greatly in shape and size. Some are moderately 
well filled with colloid material, while others are 
rather scantily filled. There are other areas in 
which the acinic are quite small and contain 
little or no colloid material. Some of the acini 
show papillary infolds of the lining epithelium, 
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which is more or less columnar in character.” 

This patient’s siblings report that he also is 
doing well without medication. I have not seen 
him. 


Case 6 


This patient remembers having a goiter dur- 
ing her thirties. At the age of 40, on feeling 
“weak, rundown and moderately nervous,” she 
saw her physician, who diagnosed a nontoxic 
nodular goiter. Her basal metabolic rate was 
then 0 per cent. 

A subtotal thyroidectomy was done on April 
16, 1951, by Dr. G. L. Carrington of Burlington, 
North Carolina. The pathologic diagnosis was 
Hashimoto’s struma. The pathologist reviewed 
the sections in November, 1960, and said: “Re- 
evaluation of the sections of the thyroid tissue 
from the above patient are in accordance with 
the histologic pattern of Hashimoto’s struma. 
There is the typical follicular lymphoid tissue 
within the gland. The glandular tissue is of the 
involutive type, with small acini filled with pink 
colloid. Acinar giant cells are present. No his- 
tologic evidence of hyperfunction of the gland- 
ular tissue, such as enlargement or hyperplasia 
of acinar epithelium, is present. Considerable 
interestital fibrosis is present and the capsule is 
thickened, sclerotic, and contains lymphocytic 
infiltration in some areas.” 

I saw this patient for the first time in May, 
1959, when she was 48 years of age. She present- 
ed the classic signs and symptoms of hypothy- 
roidism: lethargy, constipation, weakness, breath- 
lessness, marked intolerance of cold, and a husky 
voice. Physical findings included coarse skin and 
hair, enlarged tongue, periorbital edema, and 
extreme delay in rebound of the deep tendon 
reflexes. She was started on small but increasing 
doses of thyroid, and within two months all the 
symptoms and signs of hypothyroidism had dis- 
appeared and her weight had fallen from 137 to 
122 pounds. She was well maintained on 3 grains 
of thyroid per day, but on discontinuing the 
medication for two months early in 1960 had a 
return of many of her former symptoms. These 
disappeared again when she resumed taking 3 
grains of thyroid daily. 


Hereditary Aspects of Thyroid Disease 


Hypothyroidism and goiter 


One might expect that the clinical course 
of familial diseases would follow a rather 
uniform pattern. That this is not always the 
case in the spectrum of thyroid diseases is 
suggested by the report of Sorensen?, who 
found an unusual frequency of Graves’s 
disease, primary myxedema, and unclassi- 


fied goiter in four generations of a single 
family. Forty per cent of the entire genera- 
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tion span evidenced thyroid disease, and 
the youngest generation, consisting of 7 
siblings, included 3 with Graves’s disease, 3 
with primary myxedema, and 1 with a 
goiter, though the latter was euthyroid. Ad- 
mittedly, this situation could represent the 
coincidental concurrence of separate famil- 
ial traits. On the other hand, does it indicate 
that the thyroid and/or pituitary relation- 
ship is hereditarily “unstable” and that non- 
hereditary factors determine the eventual 
outcome? 

More commonly, however, as in our ex- 
perience, the clinical pattern is rather uni- 
form. In the past decade there have been 
many references to inborn errors in thyrox- 
ine synthesis, a good number of which show 
a significant familial incidence. Stanbury 
and McGirr? have demonstrated that goit- 
rous nonendemic cretinism may be explain- 
ed on the basis of defective thyroxine syn- 
thesis by at least three different enzymatic 
defects. These authors present evidence that 
genetic studies support the hereditary trans- 
mission of sporadic cretinism, and the com- 
bined biochemical and genetic data suggest 
the influence of a single recessive autosomal 
gene. Pickering, Sheline, and Crane* report 
8 children with sporadic cretinism. Sibling 
involvement occurred in three out of eight 
chances, also suggesting transmission by a 
recessive autosomal gene. It is postulated 
that in this situation hypothyroidism is 
secondary to inadequate, or at least ineffec- 
tive, thyroid synthesis by the gland, and the 
appearance of a goiter at a given age de- 
pends upon a relative degree of thyroid de- 
ficiency and the ability of the gland to re- 
spond to sustained TSH stimulation. Wer- 
ner, Block and Mandle® report abnormal 
circulating idoproteins in 3 members of a 
family, all being hypothyroid but only 2 
having goiters. 

Suboptimal thyroid production may be 
sufficiently compensated by TSH activity, 
however, to produce individuals who are 
clinically euthyroid but have goiters. Clay- 
ton, Smith and Leiser* describe a family 
unit with 4 of 6 siblings belonging to this 
category. These children had a demonstra- 
ble defect in organic binding of iodine. The 
two other siblings and the parents had no 
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such defect and were euthyroid. These dem- 
onstrate examples of non-toxic goiters due 
to a familial intrinsic metabolic defect in 
thyroxine synthesis. Other reports of fa- 
milial non-toxic goiters are available’, but 
lack studies to label the actual defect in 
thyroxine synthesis. Finally, Beierwaltes 
and Robbins* studied a patient and his son 
who were euthyroid and had normal-sized 
thyroid glands, but had elevations of pro- 
tein-bound iodine. In an analysis of the 
patients’ thyroid status, these authors also 
found an elevated butanol-extractable io- 
dine, but a subnormal red b!ood cell uptake 
of I’*! T-3. By electrophoresis they demon- 
strated an increase in the thyroxine-bind- 
ing capacity of the plasma thyroxine-bind- 
ing alpha globulin. The patient had two 
other children who also had entirely normal 
thyroid studies. 

The hereditary defect then can be gross 
enough to produce a non-goitrous cretin; 
milder, to produce a goitrous cretin; milder 
yet, a goitrous euthyroid; or so minimal as 
to affect neither the function nor the size 
of the gland but only isolated physiologic 
phenomena. 


Hyperthyroidism 


In 1946 Boas and Ober® reviewed the 
literature to that date and found 157 re- 
ports of hereditary thyrotoxicosis. They 
added the report of a family of 143 blood 
relatives in five generations. Of these, 11 
(7.7 per cent) had proven hyperthyroidism. 
In addition one had a non-toxic adenoma 
and one had proven hypothyroidism. Neith- 
er of the latter two, however, gave a history 
suggestive of hyperthyroidism. Definite evi- 
dence of exophthalmos was present in all 11 
thyrotoxic cases. 

Cunningham and Kral’® reported hyper- 
thyroidism in two sets of identical twins. 
The first pair developed hyperthyroidism 
with exophthalmos at age 44. The second 
became hyperthyroid at age 41, but only one 
had typical Graves’s disease. The other 
twin had a single nodule, was toxic, but did 
not have exophthalmos. After treatment 
with I'*! the nodule disappeared and the 
patient became mildly hypothyroid. Sub- 
stitution therapy was given for about two 
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years, then stopped. Two and one half years 
after I'31 therapy the patient was euthy- 
roid, but now had mild exophthalmos. In- 
terestingly, the second set of twins were 2 
of 7 siblings, “and one other sister is also 
reputed of having been surgically treated 
for thyrotoxicosis.” 

The family reported by Sorenson?’ had 6 
cases of proven Graves’s disease and 3 
probable cases. He stated the familial inci- 
dence of Graves’s disease to be 20 per cent 
or higher. Whether hyperthyroidism is a 
dominant or recessive characteristic is un- 
settled. In the cases reported in this paper 
there was nearly complete sibling involve- 
ment. All 5 cases were quite typical of dif- 
fuse toxic goiter, and in none was there 
any question as to the diagnosis. Although 
the parents, aunts, and uncles were not 
studied, none of the 6 siblings had any re- 
collection of a similar clinical picture in 
these folk. Considering the clinical sever- 
ity of hyperthyroidism in the cases report- 
ed, it is quite doubtful that any of the earl- 
ier generation would have “‘ridden through” 
their illness without specific medical help. 
If one can assume that the same would be 
true of the disease process had it been pres- 
ent in other members of the family, the 
hereditary factor must be recessive; for if 
it were dominant, at least one, if not both, 
of the parents should have been hyperthy- 
roid. Unfortunately, clinical observation 
and study of the parents was not available. 


Hashimoto’s Struma 


In the cases reported in this paper, 5 of 
6 siblings were hyperthyroid. The sixth had 
Hashimoto’s struma. Was this sixth case in 
reality the end stage of a “burned out” hy- 
perthyroid? Even in retrospect, however, 
the clinical history of hyperthyroidism 
could not be obtained from this patient. 
Spjut, Warren and Ackerman!! studied 
pathologic material from 76 cases of thy- 
roid disease that had an interval of years 


*Some degree of nodularity was evident in specimens 
from all three categories. The authors separate Graves’ 
disease from toxic (non-exophthalmic) goiter both clin- 
ically and histologically. Clinically, the duration of symp- 
toms, age of patients, and other features suggest that 
“toxic (non-exophthalmic) goiters” as referred to in 
their report fit the clinical concept of toxic nodular 
goiter, but this correlation is not made clear. 
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between thyroidectomies. Of these, 35 were 
Graves’s disease, 22 were toxic (non-exoph- 
thalmic) goiter*, and 19 were non-toxic 
goiters. These authors found no evidence of 
progression from these entitles to or from 
Hashimoto’s struma. Their criteria for the 
diagnosis of Hashimoto’s struma included 
diffuse oxyphilic transformation of the fol- 
licular plus the lymphoid components. 

In their series they did find 7 patients 
with a form of thyroiditis they called “‘se- 
vere exhaustion atrophy” (two of these had 
Graves’s disease, 2 toxic non-exophthalmic 
goiter, and 3 nontoxic goiters). They draw 
the distinction between Hashimoto’s struma 
and exhaustion on the basis that the latter 
has different histologic stages of involution 
and lacks the diffuse oxyphilic change in 
the follicular epithelium. 

Sclare’? reports 2 cases that progressed 
from exophthalmic hyperthyroidism to a 
form of chronic thyroiditis that fits this 
same description of exhaustion. Dunning" 
reported 3 cases in one family of Hashimo- 
to’s struma. The patients were two sisters, 
aged 18 and 22, and their female cousin, 
aged 19. The microscopic descriptions in all 
3 cases fit the criteria for classic Hashimo- 
to’s struma. The recent finding of circulation 
antibodies to thyroglobulin in patients with 
Hashimoto’s struma points out the need for 
careful clinical and microscopic evaluation 
of patients with “lymphadenoid thyroiditis” 
to see if indeed there is an etiologic dif- 
ference. The hereditary role must for the 
moment remain obscure. 


Comments 


In general, thyroid disease has a definite 
hereditary aspect. Many patients with sim- 
ple non-endemic goiter may well have sib- 
lings or other relatives with minor defects 
in thyroxine metabolism, insufficient to 
cause TSH stimulated hyperplasia. These 
cases would not come to light without an in- 
tensive survey of their thyroxine synthesis. 
Familial goitrous cretinism seems to be a 
well established but rather rare problem 
related to a specific enzymatic defect. Fa- 
milial euthyroid goiters, again related to a 
specific enbymatic defect, have been report- 
ed from non-endemic areas. Familial hyper- 
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thyroidism is apparently quite frequent and 
the etiology is unknown. Whether or not it 
involves a genetically determined specific 
enzymatic defect must await further clarifi- 
cation. The problem of Hashimoto’s struma 
is quite unclear, and the familial aspects are 
unknown. Perhaps, as some have suggested, 
the only thing inheritable is a “dysthyroid- 
ism” that may take any of the clinical forms 
of thyroid disease. 


Summary 
A family of 6 siblings is reported, 5 of 
whom had hyperthyroidism and the sixth 
Hashimoto’s struma. 


. A review of the literature is given in re- 


ference to the hereditary aspects of 
goiters and hyperthyroidism. 


. A comment is made about Hashimoto’s 


struma and the relationship between it, 
hyperthyroidism, and exhaustion at- 
rophy. 


. There is a suggestion that hereditary 


factors may play an important, but at 
the moment subtle, role in a variety of 
thyroid disorders. 
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We are sagging badly in our skill as historians. Everywhere one sees 
a decline in interest in hearing through a patient’s whole story. The excuse 
is made that there is too little time available, so short-cuts and devices 
in history taking are sought and constructed, even though none can 
ever approach the performance of a knowledgeable, thoughtful, and in- 
terested physician. The art of listening and the willingness to listen is 
one of the precious assets of a fine physician. This does more to cement 
the physician and patient together than anything else. To listen in- 
telligently requires depth of knowledge, imagination, an open mind, a 
critical sense of values, and human understanding. To do this well 
requires time. If we will but listen, the patient will often tell us the 
diagnosis, and will uncover what his illness has done to him as a person, 
his fears, and the tortures of his mind.—Lewis, H. P.: Reflections from 
our Mirror, Ann. Int. Med. 53: 1205 (Dec.) 1960. 


3. 
4, 
5. 
= 
6. 
1 
8. 
3 
10. 
11. 
13. 
, 
¥ 
: 


July, 1961 


311 


Porphyria Cutanea Tarda 
Diagnosis by Liver Biopsy 
KAMBuzIA TABARI, M.D., 

W. KENNETH BLAYLOCK, M.D. 


MarRVIN LEwis, M.D. 
DuRHAM 


The porphyrias belong to the group of 
diseases referred to as inborn errors of met- 
abolism', characterized by abnormal met- 
abolism and excessive excretion of porphy- 
rins and/or their precursors, porphobilino- 
gen and delta aminolevulinic acid. Exten- 
sive work on all aspects of porphyrin met- 
abolism has been done by various authors’. 
Watson” classified porphyrias into porphy- 
ria erythropoetica, a hereditary light-sensi- 
tivity disorder probably inherited as a re- 
cessive trait; and porphyria hepatica, which 
includes (1) acute intermittent porphyria 
characterized by abdominal pain and/or 
neurologic manifestations, and excessive 
urine porphobilinogen and delta aminolevu- 
linic acid; (2) porphyria cutanea tarda; and 
(3) a mixed type in which both cutaneous 
and abdominal and/or neurologic symptoms 
are present®. Recently, Watson extended his 
classification to include a latent and an 
acquired types’. 

Porphyria cutanea tarda (PCT) is a re- 
latively rare disease characterized by easy 
bruising of the exposed areas of skin and 
formation of bullae, leaving pigmented 
sears; a curious livid coloration of the face 
and trunk, and occasionally hypertrichosis. 
Liver disease is seen in the majority of the 
cases, and almost 80 per cent of patients 
give a history of chronic alcoholism. Fresh 
liver tissue in PCT will fluoresce with 
ultraviolet light. 


Case Report 


A 50 year old white single farmer was 
admitted to the Medical Service of Durham 
Veterans Administration Hospital on March 


17, 1960, for evaluation and treatment of a . 


generalized skin rash of one week’s dur- 
ation. For the past year he had noticed 


From the Department of Medicine, Duke University 
Medical Center and Veterans Administration Hospital, 
Durham, North Carolina. 


small bullae appearing on the dorsum of 
his hands. These lesions would frequently 
discharge a clear to brownish fluid and 
leave brownish scars. They were sharply 
localized to the dorsum of the hands, not 
extending proximal to the wrists. He stated 
that slight trauma would give rise to these 
lesions, but no relationship to chemicals, 
sunlight, or anything else was noted. 

Approximately one week prior to admis- 
sion the patient noticed the onset of a 
generalized erythematous, papulo-urticarial, 
pruritic eruption involving the legs, palmar 
aspects of the hands, arms, trunk, and face. 
He did not recall exposure to new drugs or 
foods, or contact with noxious agents. He 
stated that his urine at times had a reddish 
hue, but there had been no neurologic, gas- 
trointestinal, or other systemic symptoms. 
There was no family history of liver or skin 
diseases. He had consumed a large amount 
of alcohol weekly for many years. Three 
years ago he had a two weeks’ episode of 
polyarthritis diagnosed by his physician as 
rheumatic fever, but had not had any cardiac 
symptoms. He had malaria in 1942 and an 
appendectomy in 1926. 


Physical examination 

Physical examination revealed a ruddy- 
complexioned male appearing older than the 
stated age of 50. There was a violaceous hue 
over the trunk, which blanched easily with 
pressure. The blood pressure was 110/70 
mm. Hg. The pulse rate was 80 per minute. 
Periorbital edema and puffiness of the. lips 
were noted, and the conjunctivae were in- 
jected. There was no mucosal or genital 
lesions. There was a diffuse giant urticarial 
eruption over the body, excluding the per- 
ineum and the dorsum of the hands. There 
were several bullous lesions and a number 
of brownish pigmented scars over the dor- 
sum of both hands, not extending beyond 
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Fig. 1. A typical cutaneous bulla over the dorsum of the right hand. A number of brownish pig- 


mented scars are also seen on both hands. 


the wrists (fig. 1). Some of the bullae con- 
tained clear and others brownish fluid. The 
liver was enlarged to 8 cm. below the right 
costal margin at the midclavicular line. The 
rest of the physical examination was within 
normal limits. 
Accessory clinical findings 

The white blood cell and differential 
counts were normal. The hematocrit was 47 
per cent and the hemoglobin 15.4 Gm. per 
100 ml. The total eosinophil count was 
90/mm*. Bleeding and clotting times were 
normal. Repeated urinalyses were normal. 
The urine was negative for porphobilinogen. 
Urine culture was sterile. The blood urea 
nitrogen was 10.5 mg. per 100 ml., fasting 
blood sugar 93 mg. per 100 ml., and serum 
chlestrol 210 mg. per 100 ml. The bromsul- 
fonphthalein dye retention was less than 5 
per cent in 45 minutes. The total serum pro- 
tein was 7.3 Gm. per 100 ml., with 3.9 Gm. 
of albumin and 3.4 Gm. of globulin. The 
thymal turbidity was 4.3 units and thymal 
flocculation was negative. The serum alka- 
line phosphatase was 9.4 King-Armstrong 
units, and the prothrombin time was 74 per 
cent. Serum VDRL was nonreactive. A 
chest roentgenogram and electrocardiogram 
were normal. Repeated fresh morning col- 
lections of urine failed to fluoresce with 
ultraviolet light, but a 24 hour collection of 


urine did show fluorescence. 

Two liver biopsies were performed. Fresh 
specimens of liver tissue from both showed 
bright red fluorescence under an_ ultra- 
violet light. Similar specimens obtained at 
liver biopsy on a number of subjects with- 
out PCT failed to show fluorescence. Liver 
tissue from the present case failed to mani- 
fest fluorescence with ultraviolet light after 
fixation, but light microscopy of the stain- 
ed sections showed fatty metamorphosis 
(fig. 2). Histologic examination of one of 
the bullae of the hand demonstrated a 
parakeratotic keratin layer on the upper 


Fig. 2. Fatty metamorphosis of the liver obtain- 
ed by percutaneous biopsy. The fresh tissue fluo- 
resced with ultra violet light. (X 350) 
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Fig. 3. Photomicrograph showing a large bulla 
filled with a proteinaceous amorphous material 
and a scattered number of neutrophils, eosino- 
phils, and lymphocytes. The upper surface is 
compesed of a parakeratotic layer, and under- 
neath is an intact layer of epidermis with normal 
intercellular bridges and basal layer. (X 50) 


surface and an intact dermis on the under 
surface (fig. 3). This was interpreted as a 
subcorneal bulla compatible with porphyria 
cutanea tarda. 


Hospital course and follow-up 


The patient’s urticarial eruption did not 
respond to administration of Banthine and 
Benadryl. However, there was a rapid re- 
sponse to 1.5 mg. of Decadron given four 
times daily, with complete disappearance of 
the urticaria within 18 to 24 hours. Gradual 
withdrawal from steroids was accomplished 
without recurrence of urticaria. The bullae 
over the dorsum of the hands, however, 
were not affected by therapy. 

The patient is being followed periodically 
as an outpatient. During this period he has 
been given a 12-week course of Dimercaprol 
(BAL), 300 mg. intramuscularly weekly, 
without any benefit to the complexion or 
the bullae of the hands. 


Discussion 


The term “porphyria cutanea tarda” was 
first coined by Waldenstrom in 19377». The 
exact biochemical derangement and enzy- 
matic abnormalities have not been clarified. 
However, a possible reduction in the rate of 
“transformation” of uroporyhyrin and cop- 
roporphyrin to protoporphyrin has been 
postulated!». Excretion of uroporphyrin and 


coproporphyrin is definitely increased, with 
a preponderance of the former, in this con- 
dition. Many other conditions such as heavy 
metal poisoning and Hodgkin’s disease, also 
cause excessive urinary excretion of cop- 
roporphyrin, and to a lesser degree of 
uroporphyrin. 

Recently Waldenstrom classified PCT 
into two types—symptomatic and_ heredi- 
tary. The former is thought to be secondary 
to hepatic malfunction such as that seen in 
alcoholic cirrhosis; the latter is a genetic 
disease. In PCT the liver has an excessive 
amount of uroporphyrin and coproporphy- 
rin. Both of these two materials yield in- 
tense red fluorescence with ultraviolet 
light. In patients in remission, the urinary 
excretion of uroporphyrin is reduced to or 
near normal, and the excretion of copropoh- 
phyrin is also reduced but to a lesser extent. 
In a few of the patients’ relatives, seemingly 
healthy and asymptomatic, similar urinary 
findings are reported'®. 

Porphyria cutanea tarda commonly de- 
velops during the fourth to sixth decade. 
Males are more often affected than females. 
A familial pattern of mendelian dominance 
can be shown in some of the cases. Recent 
investigations have revealed that healthy 
and apparently unaffected members of the 
family may have deranged porphyrin met- 
abolism!*. Impairment of the liver is com- 
monly seen. Many authors have stressed the 
importance of hepatotoxic agents and speci- 
fically alcohol '*.*. Tio and others® reported 
a case of PCT in an 80 year old woman in 
whom the onset of cutaneous bullae had oc- 
curred during the preceding year. She was 
found to have a hepatoma which fluoresced 
and contained considerable amounts of por- 
phyrin. Following operation the serum, 
which previously had fluoresced under 
ultraviolet light, failed to fluoresce. 

Skin lesions are usually the presenting 
problem. They are usually characterized by 
the formation of low grade blisters and a 
tendency for the light-exposed areas to 
erode with melanosis, hypertrichosis, and 
violaceous coloration. Hyperpigmentation, 
diffuse or mottled, may be present. Sclero- 
dermoid yellowing and hardening of the ex- 
posed skin is not uncommon. 
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Histopathologic changes of the cutaneous 
lesions are not distinctive, and can be iden- 
tical to those of epidermolysis bullosum. 
Differentiation of these two conditions may 
be extremely troublesome’. Bruntsing™* 
studied 10 cases of PCT and gave a detailed 
description of the lesion. The bullae are of 
the tension type, without acanthosis, and 
are usually subepidermal. The overlying 
layer is thick and shows _ parakeratotic 
changes. Microscopically, melanosis and de- 
position of an amorphous material can be 
found. The remaining picture is similar to 
the skin chronically exposed to light. 
Demonstration of increased urine porphy- 
rins and fluorescence of biopsied liver 
tissue would easily differentiate PCT from 
epidermolysis bullosum. 

There is no specific treatment for this 
affection. Patients should be advised to 
abstain from overindulgence in alcoholic 
beverages and to protect the skin from heat, 
physical trauma, and sunlight. Improve- 
ment with dimercaprol (BAL) and sodium 
ethylenediamine tetra acetic acid (EDTA) 
has been reported’, but not confirmed. Our 
patient was not affected. 


Summary 


A case of porphyria cutanea tarda in a 50 
year old chronic alcoholic was diagnosed on 
the basis of clinical findings and proved by 
fluorescence of liver biopsies and a 24 hour 
collection of urine. The patient failed to 
show any improvement after receiving 300 
mg. of BAL weekly for 12 weeks. 
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Dimethpyrindene In Pruritus — A Clinical Appraisal 


S. F. Horne, M.D. 


Rocky Mount 


One of the most common symptoms en- 
countered in the practice of dermatology 
and the one most frequently requiring 
treatment is pruritus. Whether associated 
with an inflammatory lesion, an allergic 
phenomenon, or the skin manifestations of a 
systemic disease, pruritus must be control- 
led for the patients’ comfort while slower, 
more definitive therapy is being instituted. 

For many years it has been necessary to 
employ a variety of lotions, ointments, 
creams, compresses, and baths. These top- 
ical measures were neither aesthetic nor 
highly effective; the difficulties of diffuse, 
frequent application left much to be de- 
sired, and the antipruritic preparations 
occasionally caused a contact eczematous 
dermatitis. 

A significant achievement was made with 
the development of certain phenothiazine 
derivatives that proved orally effective in 
the symptomatic control of pruritus. Trime- 
prazine and methdilazine are examples of 
this group of compounds. Continued clinical 
experience’ with these agents has shown 
that, while effective in relieving the prurit- 
us, they may produce drowsiness, vertigo, 
nausea, vomiting, and neuromuscular reac- 
tions resembling the extrapyramidal symp- 
toms seen in parkinsonism. More disturbing, 
particularly when one considers that this 
treatment is only symptomatic, are instances 
of toxic effects on the hematopoietic system? 
(agranulocytosis) and liver. 

The development of a potent, antipruritic 
new compound, dimethpyrindene,* that is 
not related to the phenothiazines is timely. 
In numerous trials, dimethpyrindene has 
been shown to be free of any toxic effects 
on the liver or hematopoietic tissues*. These 
encouraging results suggested that a study 
of the effectiveness of dimethpyrindene in 
controlling pruritus was in order. 


*Dimethpyrindene supplied as Forhistal by the Medical 
Research Division, CIBA Pharmaceutical Products, Sum- 


mit, New Jersery. 


Materials and Method 


One hundred and five patients of both 
sexes (table 1) with a variety of dermato- 
logic lesions giving rise to pruitus were stu- 
died. The group consisted of 45 males and 60 
females, with ages varying from 3 months 
to 86 years. 


Table 1 

Sex Distribution of 105 Patients With Pruritus 
Diagnosis Male Female 
Psoriasis 1 4 
Neurodermatitis 20 30 
Lichen planus 2 3 
Solar dermatitis 3 _ 
Atopic dermatitis 7 9 
Tinea cruris 4 3 
Pityriasis rosea 4 9 
Dermatitis herpetiformis 1 — 
Dermatitis venenata 3 2 

TOTALS 45 60 


In the adult patients, the initial dosage of 
dimethpyrindene was 1 mg. and in infants 
0.3 mg. four times daily. This dosage was 
increased as necessary to control the symp- 
tom. 

Because of the difficulty in evaluating de- 
grees of pruritus and results of treatment 
objectively, the medication was considered 
effective only when the patient was not 
troubled with pruritus between doses. 


Results 


The effect of the drug became evident 30 
minutes to one hour after ingestion and per- 
sisted for four to eight hours. The final dos- 
age employed in the patients noted in table 
2 varied from 1.2 mg. to 15 mg. per 24 hours. 

With the initial dosage it was possible to 
obtain satisfactory relief of pruritus in 65 
(64 per cent) of the patients. By readjusting 
the dosage individually, good control was 
obtained in another 14 patients (14 per 
cent). Dimethpyrindene relieved the symp- 
tom of pruritus in 79 of 105 patients (78 per 
cent). 

It is important to note that these results 
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Table 2 


Results of Treatment with Dimethpyrindene 


No. Un- 
affected 


Total No. No. Effec- or Incom- 
Patients tively pletely 
DIAGNOSIS Treated Controlled Controlled 
Psoriasis E 
Neurodermatitis 50 
Lichen planus 5 
Solar dermatitis 
Atopic dermatitis 
Tinea cruris 
Pityriasis rosea 
Dermatitis 
herpetiformis 
Dermatitis venenata 


or ot 


on 


Totals 105 79 


Treatment effective in 79 of 105 patients 
(78 per cent) 


apply only as regards pruritus. Thus, while 
the pruritus associated with lichen planus 
was controlled, the basic lesion was not 
affected. The relief to the patient was 
dramatic, however, and afforded comfort 
while slower definitive therapy was institut- 
ed. 

In 19 patients it was possible to compare 
the results of dimethpyrindene to trimepra- 
zine. In 2 patients of this group, neither 
agent was effective in relieving pruritus. 
Six of the patients preferred dimethpyrin- 
dene to trimeprazine, 6 expressed the re- 
verse opinion, and 5 had no preference be- 
tween these compounds. 


Side effects 


In the group of 106 patients, only one side 
effect was noted. This occurred in a 68- 
year-old white woman, who experienced 
headaches while taking the drug. The head- 
aches disappeared within 24 hours after the 
medication was discontinued. No other side 
effects or toxic reactions were observed. 


Discussion 


While it is widely acknowledged that 
patients must be afforded relief from an- 
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noying pruritus, it must be borne in mind 
that symptomatic therapy ideally should 
be: (1) effective; (2) convenient and aes- 
thetic; (3) free of undesirable side effects; 
(4) free of toxic effects. 


Those phenothiazine derivatives with 
antipruritic action, while satisfying the 
criteria with regard to effectiveness and con- 
venience, are not satisfactory in terms of 
side and toxic effects. 


Dimethpyrindene, a new indene com- 
pound possessing potent antihistaminic 
activity, has proved at least as effective as 
the phenothiazine derivative trimeprazine, 
and has shown itself to be remarkably free 
of side effects, particularly the more serious 
ones occasionally encountered with pheno- 
thiazine agents. These factors suggest that 
dimethpyrindene more closely approximates 
the criteria of an ideal agent for the symp- 
tomatic control of pruritus. 


Summary 


. Dimethpyrindene was orally effective in 
controlling pruritus in 79 of 105 patients 
with varying dermatologic disorders 
giving rise to this disturbing symptom. 

. Dimethpyrindene was remarkably free 
of side and toxic effects, even in dosages 


as high as 15 mg. per day. 
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A Tribute To Dr. A. aa Bulla 


J. W. R. Norton, M.D., M.P.H.* 
RALEIGH 


The dedication of the A. C. Bulla Health 
Center brings to focus the work of a dedi- 
cated person and the progress of public 
health in this community. 

It is a matter of gratification to all of us 
who know Dr. Bulla that Wake County saw 
fit to. name this health center in honor of 
the man who for more than 37 years was 
Wake County Health Director. Into this 
beautiful and excellently equipped service 
institution went the long years of labor and 
the farsighted dreams of this leader in pub- 
lic health. 

Wake County is aware of the quality of its 
leaders in many fields. Such men as former 
chairman John Swain and Ben Haigh, the 
present chairman of the Board of County 
Commissioners, are examples of this leader- 
ship. They did well to plan with the Wake 
County Board of Health for such an ade- 
quate health center and for the recognition 
being given by naming it for Dr. Bulla. 

Dr. Bulla was a leader who was wise in 
his choice of a health staff. Such people as 
Flora Wakefield, Dewey Sanderford, Anna 
Johnson, and the present health director, 
Dr. Isa C. Grant, are examples of the con- 
tinued high quality of staff personnel. 

Dr. A. C. Bulla, the son of a physician, 
was born in Randolph County about seven 
miles from Asheboro. Two of his uncles 
were also physicians. One of these is still 
practicing in Randolph County, though now 
98 years of age. 

Dr. Bulla received his degree in medicine 
from the Medical College of Virginia in 1915. 
He then began work with Dr. George Coop- 
er, Sr., of the State Board of Health, and 
for two years gave immunization all over 
North Carolina. Then, beginning in 1917, 
Dr. Bulla served for four years as health 
director in Forsyth County. In November, 
1921, he began the long and fruitful service 
as Health Director of Wake County, and 


Read at the dedication of the A. C. Bulla Health Center, 
Raleigh, North Carolina, March 5, 1961. 

*State Health Director, North Carolina State Board of 
Health. 


continued in this position until his retire- 
ment in July, 1958. 
Milestones in Public Health 


Look with me at some of the health pro- 
grams initiated in Wake County by Dr. 
Bulla. 

He emphasized health services for school- 
age children and began the dental health 
program for school and pre-school children. 
He was a pioneer in the successful move- 
ment toward fluoridation for Raleigh. 

He instituted the dairy inspection pro- 
gram in the county, and the environmental 
sanitation program which has been bene- 
ficial in the elimination of many intestinal 
diseases. 

In the area of maternal-child health, he 
sought to give adequate training to mid- 
wives and to increase concern for prenatal 
care and added facilities and help for the 
well child. 

He organized a Department of Vital Sta- 
tistics which has been able to give complete 
services to the citizens of Wake County so 
that they may have a sound base for the 
evaluation of their health programs. 

Dr. Bulla recognized the economic waste 
and hazards to human beings which come 
about when there are inadequate rabies and 
rodent control programs. 

The health service programs that were 
in operation when Dr. Bulla came to Wake 
County he continued to implement and to 
strengthen as needed. He recognized the 
demands put upon the health department 
by the growth of the population and by the 
discovery of the effectiveness of new pro- 
grams. To meet these needs the staff grew 
from 5 people to a total of 39 at the time 
of his retirement. The budget in 1921 was 
$20,000. The budget at the time of his retire- 
ment was $201,000, a little more than 10 
times his first budget. 

Progress that was little short of amazing 
came in the period of Dr. Bulla’s service. 
Great strides were made in tuberculosis 
control, the virtual elimination of typhoid, 
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smallpox, malaria, diphtheria, measles, and 
other plagues formerly prevalent among 
children. 

Dr. Bulla realized that prevention is the 
best investment. He stepped up every pro- 
gram that approached the health of the 
community from a preventive standpoint. 
He stressed testing programs in every area 
where they would lead to the discovery of 
disease, then referred these cases to private 
physicians to treat. These programs includ- 
ed cancer control, virus immunizations, the 
testing and preventive approach to diabetes, 
accident control, and mental health. 

These are only a few illustrations out of 
the long and helpful service Dr. Bulla has 
rendered not only to Wake County but, by 
example and inspiration, to public health 
far beyond this county’s borders. 


Diplomacy and Education 


One citizen of Raleigh, who was on the 
Wake County Board of Health from its be- 
ginning until 1941, said: 

“You can’t put on paper the things that 
Dr. Bulla has done. Statistics won’t tell the 
true story. You would have had to work 
with him to understand it. The key words 
in Dr. Bulla’s success have been diplomacy 
and education. He never tried to drive 
things through. He always dealt with them 
in a reasonable way and never attempted 
to use undue pressure. He educated and 
carried the public along with him in his 
program. He educated the County Commis- 
sioners and the City Commissioners in his 
program, but it was all done slowly and 
quietly.” 

No such accomplishments could be 
brought about except by a person dedicated 
to his task, a person with outstanding qual- 
ities of hand and mind and heart. 

Dr. Bulla was a man who faced work 
confidently and with a smile. Perseverance 
could have been his middle name. 

I know something of his skill, for I have 
received my typhoid shots from Dr. Bulla. 
Contrary to some experiences, he was able 
to administer the shots almost painlessly. 
My sister Anne claims that he promised 
her a gold-tail monkey if she did not cry 
when she received her typhoid shot, and 
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she still considers that she has claim on Dr. 
Bulla. 

Dr. Bulla added to his fine training and 
experience by wide but selective reading, 
by attending and participating in meetings 
of importance in his work, and by discus- 
sion with persons in widely divergent dis- 
ciplines and interests. 

If one were to choose five words, each of 
which would delineate some aspect of Dr. 
Bulla’s character and work, these words 
would come to mind—Dedication, Unsel- 
fishness, Gentleness, Patience, Teamwork. 

Fortunately, as we are assembled here to 
dedicate the A. C. Bulla Health Center, Dr. 
Bulla himself can be with us. Still active, a 
wise elder statesman, he continues to con- 
tribute, and the service of his health center 
and its well qualified staff will see Dr. Bul- 
la’s spirit living on his co-workers. 

Rarely is it possible for an occasion such 
as this to combine so many memorable and 
worth-while facets of life as the tribute we 
pay and the future we view in naming this 
facility, the A. C. Bulla Health Center. 


Report from 
The Duke University 


Poison Control Center 


Jay M. Arena, M.D. 
DIRECTOR 


PHOSPHATE ESTER 


A group of highly toxic phosphate esters 
discovered by the Germans during the sec- 
ond World War in their search for lethal 
gases have come into widespread use 
throughout the world for eradication of cer- 
tain insects, particularly the soft-bodied 
ones. With the exception of malathion and 
chlorothion, these insecticides have high 
mammalian toxicity, and are readily ab- 
sorbed from the skin, lungs and gastroin- 
testinal tract, thus increasing the possibil- 
ity of acute poisoning during their applica- 
tion and use. 

All the organic phosphate insecticides 
have essentially the same mechanism of 
action. They owe their toxicity to an ability 
to inhibit cholinesterase, the enzyme that 
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normally detoxifies acetylcholine. Some or- 
ganic phosphates undergo metabolic conver- 
sion, to yield cholinergic metabolites. Thus 
the insecticidal thiophosphates undergo me- 
tabolic change in the liver consisting of 
replacement of sulfur by oxygen. The re- 
sulting oxygen analogue is the inhibitor of 
cholinesterase. The end result of the inhibi- 
tion of cholinesterase activity is accumula- 
ation of acetylcholine. The resulting symp- 
toms resemble those that would be expected 
to result from excessive and continued 
stimulation of the central nervous system 
and structures innervated by the parasym- 
pathetic and somatic motor nerves. 

The clinical manifestations of poisoning 
consist of weakness, unsteadiness, blurred 
vision, and a sense of constricture of the 
chest. These symptoms are followed by 
vomiting, abdominal cramps, diarrhea, sal- 
ivation, lacrimation, profuse sweating, tre- 
mor of the extremities, and difficulty in 
breathing. Pinpoint and nonreactive pupils 
are observed, and secretions accumulate in 
the respiratory passages. Cyanosis as well 
as severe muscular fibrillations, coma, and 
convulsions may ocur. Death is associated 
with respiratory failure. After lethal doses 
the onset of symptoms usually is extremely 
rapid, and death generally occurs within 24 
hours. After sublethal doses, the inhibition 
of cholinesterase is reversed and the symp- 
toms disappear, but the rate varies from a 
few hours to. several days with different 
compounds. 

The medical aspects of poisoning by in- 
secticidal organic phosphates consist of pre- 
vention, detection and treatment. Preven- 
tion can be accomplished by educating peo- 
ple occupationally exposed to the com- 
pounds (farmers and florists) concerning 
the dangers of contact, inhalation, and in- 
gestion. Protective clothing should be worn, 
and contaminated skin washed immediately. 

Detection of organic phosphate poisoning 
depends on recognition of the characteris- 
tic symptoms of acetylcholine poisoning. 
Exposure to amounts too low to produce 
symptoms can be detected by periodic 
measurement of blood cholinesterase. Mark- 
ed depression of the cholinesterase activity 
of the blood occurs before symptoms ap- 
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pear. Since a drop in enzymatic activity 
to 30 per cent or less of normal is associat- 
ed with signs of poisoning, it is thus possi- 
ble to terminate the exposure or institute 
proper protective measures before poison- 
ing occurs. 


The present method of treating acute 
cases consists of supporting respiration and 
administering atropine. Artificial respira- 
tion or the administration of oxygen, when 
possible, should be maintained as long as 
signs of respiratory embarrasment persist, 
and the respiratory tract should be kept 
clear of secretions. Atropine is the specific 
antidote for this poison. The initial dose us- 
ually is 2 mg., but in severe cases 4 or 6 
mg. can be given intramuscularly. Initially 
the interval between doses is 15 to 30 min- 
utes; repeated doses are given less frequent- 
ly. A total dosage of 20 to 30 mg. usually is 
required during the first 24 hours. Although 
atropine acts specifically against the para- 
sympathetic effects of the poison, it does 
not help the muscular weakness. Therefore, 
artificial respiration may be required for 
many hours. The airways should be cleared 
by suction and positive pressure oxygen 
given if pulmonary edema occurs. The use 
of a respirator may prove lifesaving. Res- 
piratory depression contraindicates the use 
of morphine. Pronounced changes in elec- 
trolytes and serum pH may require the ad- 
ministration of adequate amounts of cal- 
cium and sodium bicarbonate intravenously. 


The intravenous administration of 1,000 
to 2,000 mg. of pyridine-2-aldoxime (2- 
PAM) or diacetyl monoxime (DAM) will al- 
leviate the generalized weakness produced 
by quaternary ammonium or organo-phos- 
phorus anticholinesterase compounds in 
normal subjects and in patients with my- 
asthenia gravis. These oximes are valuable 
adjuncts to atropine in the management of 
anticholinesterase intoxication and should 
diminish the necessity for, or duration of, 
artificial respiration and endotracheal intu- 
bation in phosphate ester poisoning. Proto- 
pam chloride (2-PAM Chloride) can be ob- 
tained from Campbell Pharmaceuticals, 


Inc., 254 West 31st Street, New York 1, New 
York, 
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SPECIAL WEEK ON AGING 


Someone has said that there are now 
more than 52 “special weeks” every year. 
Most of these are frankly commercial—for 
example, “Drink More Milk Week,” “Eat 
More Apples Week,” and the like. 

One special week, however, is not only 
free from any taint of commercialism but is 
as nearly altruistic as one could possibly be. 
This is the week of July 16-22, which Gov- 
ernor Terry Sanford has designated “as a 
period for particular emphasis on and at- 
tention to the interests, problems, and de- 
sires of our older citizens.” 

The full text of the Governor’s statement 
is published elsewhere in this issue. It 
should have a special appeal to medical 
men, since they are vitally concerned with 
the well-being of our older citizens. 


NORTH CAROLINA MEDICAL JOURNAL 


July, 1961 


KEFAUVER’S DRUG BILL 


Dr. Morris Fishbein’s long experience as 

a member of the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion and the United States Pharmacopoeial 
Commission certainly qualifies him as an 
expert witness in the case of Kefauver ver- 
sus the Pharmaceutical Industry. In an edi- 
torial from the Medical World News for 
May he discusses the Kefauver-Celler bill 
to regulate the licensing, patenting, promo- 
tion, and naming of new drugs. Although 
some would not agree with him that the use 
of generic names for new drugs instead of 
the multiplication of brand names would 
do as much harm as good, nearly all doctors, 
would agree whole-heartedly with every- 
thing else he said in the last half of the 
editorial, which is quoted below: 

The height of folly is the proposal in the 
Kefauver doctrine that manufacturers be re- 
quired to provide physicians “with clearer, 
better, and additional information on the bad 
as well as the good effects of drugs.” The Sec- 
retary of the Department of Health, Education 
and Welfare would be required to mail regular- 
ly to all physicians brochures containing lists 
of drugs potentially dangerous or harmful. It 
is also suggested that “he may include in that 
list such information relating to those dangers 
or harmful effects as the Secretary may con- 
sider in the best interest of public health.” 

Finally, the legislation says, “the Secretary 
shall have authority to determine the name of 
any drug as he shall find necessary or desir- 
able in the interest of usefulness and simplic- 
ity.” This shall thereafter be the official name 
of that drug. Furthermore, “no official name 
shall be given to any drug product which is 
a combination of two or more drugs.” One 
might as well give the Secretary of HEW the 
responsibility for naming all the babies born 
in the United States. 

Whoever conceived this utterly preposterous 
proposal did so without the slightest exper- 
ience or knowledge in the field concerned. 
Regardless of its constitutionality, the malefi- 
cent effect on any industry needs no emphasis. 

Unfortunately this legislation was assigned 
after its introduction to Sen. Kefauver’s com- 
mittee for hearings. Thus, the investigator who 
acted as prosecutor now becomes his own 
judge. 

As regards patent legislation, Kefauver 
purposes that a three-year limit be set on 
drug patents, while disregarding the 17- 
year period in other fields. The Senator’s 
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ideas are likely to inhibit any company from 
creating new drugs, since it will make it 
impossible to recoup the initial investment 
during the brief period in which the holder 
of a patent will be entitled to have exclu- 
sive use. Furthermore, the proposed legisla- 
tion would deter any company from at- 
tempting to bring out its own formula or 
modification of an existing drug. The effect 
would be to stultify new drug development. 


* * * 


A STRONGER STAFF OF LIFE 


On February 27, 1961, the American Bak- 
ers Association celebrated the twentieth an- 
niversary of bread enrichment with a meet- 
ing in New York City. The principal feature 
of the meeting was an address by Dr. W. H. 
Sebrell, Jr., Director of the Institute of Nu- 
trition Sciences, Columbia University. Cop- 
ies of this address may be obtained by writ- 
ing to the American Bakers Association, 20 
North Wacker Drive, Chicago 6, Illinois. 

Dr. Sebrell toid, in fascinating style, the 
story of the various means used to enrich 
our daily bread—beginning with the syn- 
thesis of vitamin B by Dr. Robert Williams 
after 26 years of research. Before the so- 
called enrichment program went into effect, 
vitamin deficiency diseases, pellagra, beri- 
beri, and ariboflavinosis were widespread— 
also mild anemia due to insufficient iron. 

As a result of cooperation between the 
National Research Council, the United 
States Department of Agriculture, the Unit- 
ed States Public Health Service, and the 
American Bakers Association, a formula 
was evolved for enriching bread with the 
necessary vitamins and iron. In May, 1941, 
the United States Food and Drug Adminis- 
tration set legal standards for minimal and 
maximal amounts for the nutrients which 
could be included. The American Bakers 
Association spends four million dollars a 
year or more on enrichment—but the sale 
of 12 or 14 billion pounds of bread brings 

_the cost to a fraction of a cent a loaf. Dr. 
Sebrell points out that enrichment does not 
mean adding to the calories of bread, but to 
the vitamin and iron content. 

The program of enrichment has resulted 
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in a dramatic improvement in the health of 
the nation. Pellagra, beriberi, and other de- 
ficiency diseases are now so rare that many 
younger doctors would have difficulty in 
recognizing them. 

As Dr. Sebrell concludes his address: ‘It 
is a wonderful thing to know that in our 
daily bread today we have a product which 
has a vital role in our nation and its health 
—a food product so universal in its accept- 
ance and usage that at any time it can be 
called upon quickly, easily and inexpensive- 
ly to improve the nutrition of the masses of 
people either by correcting a dietary defic- 
iency or to improve health.” 

The American Bakers Association de- 
serves great credit for giving the American 
people a much stronger staff of life to lean 
on. 


ACCIDENT NEUROSIS 


Some eminent neurologist said that he 
had never known a traumatic neurosis to 
result from an injury sustained by an indi- 
vidual working for himself. Certainly one 
of the saddest manifestations of the frailty 
of human nature is the long time so many 
people require to recover from accidents 
when they are being paid for time lost. 

In the Milroy Lectures for 1961, publish- 
ed in the British Medical Journal for April 
1 and April 8, a British neurologist, Dr. 
Henry Miller, gives at length his own exper- 
ience based upon 4,000 patients “examined 
for medicolegal assessment after accidents 
during 12 years of consultant practice.” Dr. 
Miller found that accident neuroses were 
more apt to occur after relatively slight 
than after severe injury. His statistics show- 
ed that unskilled or semi-skilled workers 
were far more apt to develop accident neu- 
roses than those of higher status. He noted 
that the subjective symptoms were grossly 
exaggerated during the period of compen- 
sation, though objective signs of anxiety 
were relatively uncommon. Patients refused 
to admit any improvement in their symp- 
toms as long as the claim for compensation 
was not settled. Finally, in a follow-up 
study of 52 cases two years after settlement, 
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Dr. Miller found that only two were still 
disabled by their psychiatric symptoms. 
“Both instances were characterized by diag- 
nostic confusion, substantial lump-sum pay- 
ments, and continuing National Insurance 
pensions for the results of the accident. In 
three other cases psychiatric symptoms per- 
sisted without occupational disablement: in 
each instance similar symptoms had been 
present for many years before the accident.” 


Any veteran physician could have pre- 
dicted the lesson to be drawn from Dr. 
Miller’s lectures: the sooner the case is 
settled, the better for the patient, the doc- 
tor, the family, and everyone except the 
lawyer. 


* * * 


WHAT PRICE AIRCRAFT SPEED? 


Although statistics show that airplanes 
offer much safer transportation than do 
automobiles, the increasing number of air- 
craft accidents is a cause for real concern. 
A series of recent air crashes in New Eng- 
land prompted the editor of the Rhode Is- 


land Medical Journal to comment on it in 
his leading editorial for April. The editorial 
reminds us that last year 700 people had 
been killed in passenger plane accidents. 
Its final paragraph is so pertinent that it is 
quoted in full. 


“Even though air travel is undoubtedly 
one of the safest activities in which man 
engages, the apparent likelihood of total 
destruction when failure occurs gives such 
failure a peculiarly chilling aspect. As lay- 
ment in these extremely complex and tech- 
nical matters, we cannot hope to offer sub- 
stantially constructive suggestions. Yet as 
doctors we cannot stand aside in the face 
of such appalling loss of life. We suggest, 
perhaps timidly, that a new approach to 
the problem of air safety be sought. With- 
out taking a horse and buggy posture, it 
may be seriously questioned whether fur- 
ther increases in the speed of commercial 
aircraft, with the resulting geometric multi- 
plication of problems, can really be justi- 
fied; and if it can, whether a limit must not 
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eventually be established. May there not be 
a limit to the number of flights allowable 
in any given time and area? We further 
wonder whether, if electronic traffic con- 
trol, three-dimensional radar, and enlarged 
and better airports are necessary, they 
should not be procured on a crash basis 
without regard to expense. Although budge- 
tary matters cannot be ignored, we feel they 
have little substantial validity where hu- 
man lives may be unnecessarily sacrificed. 
If techniques and equipment are still under 
investigation, money for the necessary re- 
search should be spent without hesitation. 
If new seating, seat belts, and other acces- 
sories are shown to be advisable, modifica- 
tions should not await the obsolescence of 
present equipment. We feel that many of 
these measures are legitimate areas for 
federal spending when it may spare the air 
lines at times prohibitive costs. These are 
some of our thoughts on a problem about 
which we must not assume a fatalistic out- 
look.” 


* * * 


MISPLACED SYMPATHY 


It is hard to understand the length to 
which some people will go to attract atten- 
tion and especially to win sympathy. A few 
weeks ago a woman gained wide publicity 
by saying that she had walked 27 miles from 
her home in Surry County to visit her 9 
year old son who was a patient in the North 
Carolina Baptist Hospital in Winston- 
Salem. The story made headlines in the 
daily papers of New York and other large 
cities, and was even picked up by the Lon- 
don press. The truth was that she walked 
less than a mile to the home of an accom- 
modating neighbor, who drove her to Win- 
ston-Salem, where she told a chaplain that 
she had walked the entire distance. 

Unfortunately, her widely disseminated 
lie will never be overtaken by the truth, 
and our Yankee friends will have one more 
story to spread about the backwardness 
and general cussedness of the South. Truth 
may often be stranger than fiction—but it 
is not nearly so swift a traveler. 
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President's Messa se 


It is going to be our effort this year to 
give the State Medical Society a good sound 
administration with just as little “confu- 
sion” as possible with reference to many of 
the legislative matters which are coming up 
both in the State Houses in Raleigh and 
Washington. We propose to keep you in- 
formed as to what is going on and what 
legislation is being brought up. We must 
impress upon the public that the Kerr-Mills 
Law can do the job that needs to be done 
and do it quickly, effectively and econom- 
ically. 

The Kerr-Mills Law deserves a chance to 
prove its worth. It must not be thrust aside 
without fair trial in favor of unsound and 
dangerous alternatives. Each doctor who 
reads this is urgently requested to write 
his United States Senator and Congres- 
sional Representative in Washington, D. C. 
and ask that they oppose any effort to sad- 
dle the nation’s elderly with a rigid program 
of compulsory national health insurance. 

The health care of the nation’s elderly is 
at stake, and regardless of the age of your 
patient, his or her health care is equally at 
stake, for socialized medicine for the aged 
will one day mean socialized medicine for 
every American—including your patient. 

If you value your physician’s freedom to 
safeguard your health without government 
interference, urge your Representatives in 
Washington to give the Kerr-Mills Law a 
chance and to oppose Forand-type legisla- 
tion. 

Below we are giving to you a scale with 
reference to life expectancy. This was taken 
from the Annals of the American Academy 
of Political and Social Science—National Of- 
fice of Vital Statistics—National Resources 
Committee. The figures are accurate. 


Expectation of Life in Years 
White race 


Ages 
0 20 45 65 
1900-02 
Male 48.2 42.2 24.2 115 
Female 51,1 43.8 25.5 122 
1929-31 
Male 59.1 46.0 25.3 11.8 
Female 62.7 48.5 27.4 12.8 


1939-41 
Male 62.8 47.8 25.9 | 
Female 67.3 51.4 28.9 13.6 
1949-51 
Male 66.3 49.5 26.9 12.8 
Female 72.0 15.0 
1955 
Male 67.3 50.1 27.3 12.9 
Female 73.6 55.8 32.1 15.5 
Non-white 
1955 
Male 61.2 45.5 24.8 13.2 
Female 65.9 49.6 27.9 15.5 


This spectacular rise in life expectancy 
in the present century was shared by both 
men and women. 

To whom should the credit for this in- 
crease in life expectancy go? Certainly the 
federal government has done nothing to 
help it. Instead the credit should go to the 
medical profession of the United States with 
its allied interests. 

The drug firms certainly deserve lots of 
credit for the vast amount of research work 
they have done in producing the so-called 
“wonder drugs’. The commercial drug 
firms have spent an untold amount of 
money in experimental and research work 
and in recent months have been seriously 
harassed by a congressional committee for 
their fine work. 

We so often hear and read so much about 
the pitiable plight of the poor old man 
of 65. However, medicine and its allies, as 
pointed out by Dr. Askey, President of 
A.M.A., have a health team which will con- 
tinue to improve the health status of our 
aging population. More people will live 
more years over 65 free of any serious and 
disabling illness. They will enjoy these add- 
ed years because of what medicine can and 
will do for them. 

Many of our men, 60 and 65, are retired 
entirely too early. They are retiring when 
they are reaching the peak of their effic- 
iency and still able to carry on for many 
years. When they retire they are put out of 
circulation and their trend is always down- 
ward. They lose their desire to do good and 
use their talents. 


CLAUDE B. Squires, M.D. 
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Committees & Organizations 


GOVERNOR’S COORDINATING COMMITTEE 
ON AGING 
GOVERNOR SANFORD’S STATEMENT 
ON SPECIAL WEEK ON AGING 

Special consideration will be given to the 
health, happiness and welfare of North 
Carolina’s older population during the Spec- 
ial Week on Aging, July 16-22, 1961. 

Our State is proud of its more than 300,- 
000 citizens 65 years of age and older, and 
it is with great pleasure that we honor them 
during this, their special week of recogni- 
tion. 

Each year brings a sizeable increase in 
the number and proportion of this segment 
of our population. Many factors enter into 
this change. 

With this increase — and I must say wel- 
come increase — in our older population 
segment, come the great responsibility and 
moral obligation to heed the needs of this 
group. Our attention must turn not only to 
their physical and economic needs, but also 
to their various other needs. 

In cooperating with the Governor’s Co- 
ordinating Committee on Aging, North Car- 
olinians should work toward a better un- 
derstanding of the problems of our aging. 
We must join forces at local, state and na- 
tional levels to meet the challenge of this 
age group and to work thoughtfully toward 
the most beneficial results. 

It is my pleasure, therefore, to designate 
the week of July 16-22, 1961, as a period 
for particular emphasis on and attention to 
the interests, problems, and desires of our 
older citizens. 

I urge all my fellow citizens to observe 
this week in every appropriate way. I hope 
that individuals and organizations will show 
sincere concern in expanding the opportun- 
ities for the aging to participate in commun- 
ity affairs and to become better acquainted 
with the existing facilities which are avail- 
able to them. 

Let each of us express our personal ap- 
preciation for the many contributions of 
our older citizens to our way of living and 
to the important resources of North Caro- 


lina. 
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Bulletin Board 


COMING MEETINGS 

Duke Medical Postgraduate Course—Morehead- 
Biltmore Hotel, Morehead City, July 17-22. 

Southern Obstetric and Gynecologic Seminar— 
Grove Park Inn, Asheville, July 17-22. 

Tri-State Medical Association of Virginia and 
the Carolinas—Virginia Beach, July 27-28. 

Institute on the Problems of Tuberculosis— 
Lake Junaluska, August 20-23. 

Forsyth County Twelfth Annual Heart Sym- 
posium—Hotel Robert E. Lee, Winston-Salem, 
September 22. 

Eleventh Annual Postgraduate Obstetric Ped- 
iatric Seminar—St. Petersburg, Florida, August 
17-19. 

Blue Ridge Chapter of General Practice, Vir- 
ginia Academy of General Practice, Annual Sum- 
mer Symposium: Inflammation; Mental Depres- 
sion—Hotel Roanoke, Roanoke, Virginia, July 22. 

American College of Gastroenterology, Annual 
Postgraduate Course—Sheraton-Cleveland Hotel, 
Cleveland, Ohio, October 26-28. 

Interstate Postgraduate Medical Association of 
North America, 1961 General Assembly—Madi- 
son, Wisconsin, November 13-16. 


News NOTES FROM THE 
Duke UNtIversiry MepicaL CENTER 


Dr. Barnes Woodhall, dean of the Duke Uni- 
versity School of Medicine, has been appointed 
chairman of the Veterans Administration Special 
Medical Advisory Group. 

This committee consists of medical educators 
and scientists. It was established by Congress to 
advise the Veterans Administration on policy 
and professional matters related to the medical 
treatment of veterans. 

Dr. Woodhall has served as vice-chairman of 
the group during the past year and has been 
a member since 1958. 

* 

Richard M. Conover, supervisor of inhalation 
therapy at the Duke University Medical Center, 
has been elected president of the newly formed 
North Carolina—South Carolina Chapter of the 
American Association of Inhalation Therapists. 

Serving with Conover during the coming year 
will be Roy E. Taylor, supervisor of inhalation 
therapy at Anderson, South Carolina, Memorial 
Hospital, vice president; and Mrs. Gwendolyn S. 
Salmon, senior technician in the Duke cardiopul- 
monary laboratory, secretary-treasurer. 

The Board of Advisors for the two-state chap- 
ter is composed of Dr. C. Ronald Stephen, pro- 
fessor and head of the anesthesiology division at 
the Duke Medical Center; Dr. John A. Mahafee, 
professor and head of anesthesia at the Medical 
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College of South Carolina; Rudy Spears, presi- 
dent of the Spears Welding Supply Co., Greens- 
boro; and Larry Dempsey, also of Greensboro, 
eastern North Carolina representative for the 
Southern Oxygen Co. 

* * 

Dr. Keith S. Grimson, professor of surgery at 
the Duke University Medical Center, has been 
elected vice president of the Society for Vascular 
Surgery. 

Elections were held during the group’s annual 
meeting just concluded in New York City. Dr. 
F. A. Simeone of Western Reserve University 
was chosen president of the Society, which num- 
bers some 200 surgeons concerned with blood 
vessel and heart surgery. 

Dr. Grimson, who joined the Duke Medical 
faculty in 1940, is a graduate of Rush Medical 
College of the University of Chicago. He is 
known for his research dealing with the use of 
drugs and special surgical procedures for reliev- 
ing high blood pressure. 


News NOTES FROM THE 
BowMAN GRAY SCHOOL OF MEDICINE OF 
WAKE Forest COLLEGE 


On May 19 and 20, investigators from through- 
out the United States attended a closed confer- 
ence on urinary macromolecules at the Bowman 
Gray School of Medicine. It was the first confer- 
ence on this subject to be held anywhere. 

The purpose of the conference, supported by 
grants from the National Institute of Arthritis 
and Metabolic Diseases and the John A. Hart- 
ford Foundation, was to correlate, clarify and 
interpret findings from several disciplines; to 
compare methods of investigation; and to reveal 
areas which need concentrated study. 

The 22 participants included Dr. Norman Boas 
of the Norwalk Hospital, Norwalk, Connecticut; 
Dr. Karl Schmid of the Massachusetts General 
Hospital, Boston, Massachusetts; Dr. J. A. Cifo- 
nelli of LaRabida University of the Chicago In- 
stitute, Chicago, Illinois; Dr. Zacharias Dische 
of Columbia University; Dr. Igor Tamm of the 
Rockefeller Institute; Drs. H. R. Catchpole, M. B. 
Engel, and Richard Winzler of the University 
of Illinois College of Medicine; and Dr. G. Beren- 
son of Louisiana State University School of Med- 
icine. 

Presentations from the Bowman Gray School 
of Medicine were by Dr. William H. Boyce, pro- 
fessor and chairman of the Section on Urology; 
Dr. J. Stanton King, research assistant professor 
of biochemistry; and Mr. Marvel L. Fielden, re- 
search assistant in biochemistry and urology. 
Dr. J. Maxwell Little, professor of physiology 
and pharmacology, and Dr. Harold O. Goodman, 
assistant professor of medical genetics, were dis- 
cussants of these presentations. 
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On May 26 and 27, the medical school was host 
to about 40 medical investigators from 13 insti- 
tutions for meetings of the Actue Leukemia Co- 
operative Group B. 

The group was organized in 1957 by the Na- 
tional Institutes of Health for the purpose of cor- 
relating the results of leukemia cases seen in 
each institution. 

Dr. Charles L. Spurr, professor of medicine; 
Dr. Donald M. Hayes, assistant professor of med- 
icine; and Dr. Richard B. Patterson, instructor 
in pediatrics (hematology), were participants 
from the Bowman Gray School of Medicine. 

Outstanding investigators from the University 
of Miami School of Medicine, Emory University 
School of Medicine, the Medical College of Vir- 
ginia, Walter Reed Army Hospital, the National 
Cancer Institute, the Children’s Hospital of Phil- 
adelphia, Jefferson Medical College, Mt. Sinai 
Hospital at New York City, Maimonides Hospital 
at Brooklyn, Darmouth Medical School, Roswell 
Park Memorial Institute at Buffalo, and the 
Mavo Clinic attended the conference. 

kK OK 


A medal honoring the late Dr. William Allan 
was inaugurated May 3 at a banquet of the 
American Society of Human Genetics at Atlantic 
City, New Jersey. 

Ceremonies included the presentation of the 
first medal to Dr. Allan’s widow, Mrs. Louisa P. 
Allan of Charlotte, and a review of the life and 
works of Dr. Allan by Dr. C. Nash Herndon, a 
former colleague of Dr. Allan and now professor 
and chairman of the Department of Preventive 
Medicine and Medical Genetics at the Bowman 
Gray School of Medicine. 

The medal will be awarded annually “for out- 
standing research in human genetics.” Dr. Allan 
organized the Department of Medical Genetics 
at the Bowman Gray School of Medicine in 1941, 
the first such department in the United States, 
and was professor of medical genetics here until 
his death in 1943. 


KKK KX 


More than 100 college premedical students and 
their faculty advisors visited the medical school 
on Saturday, May 13, for a College Day Program. 

Designed to familiarize prospective students 
with the details of and opportunities for careers 
in medicine, the program included tours of the 
medical school and N. C. Baptist Hospital and 
a luncheon in the hospital cafeteria. Dr. Donald 
M. Hayes, assistant dean, spoke to the students. 

Students, primarily sophomores and juniors, 
came from Guilford College, N. C. State College, 
Davidson College, Woman’s College, Catawba 
College, Elon College, East Carolina College, Le- 
noir Rhyne College, Furman University (South 
Carolina), Carson-Newman College (Tennessee), 
and Emory and Henry College (Virginia). 
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Dr. Frank R. Lock, professor and chairman of 
the Department of Obstetrics and Gynecology, 
was elected a vice president of the American 
College of Obstetricians and Gynecologists. 


NEws NOTES FROM THE UNIVERSITY OF 
NorTH CAROLINA SCHOOL OF MEDICINE 


Exercises in honor of the graduating class 
were held by the University of North Caro- 
lina School of Medicine on Monday, June 5. 
Dr. W. Reece Berryhill, dean of the School 
of Medicine, presided. 

The principal speaker was Dr. Louis G. 
Welt, professor of medicine. Also on the pro- 
gram was Richard W. Hudson of Vande- 
mere, president of the graduating class. 

Dr. Hugh McAllister, president of the 
UNC Alumni Association, presented the 
graduating seniors with certificates certify- 
ing membership in the Association. 

A number of honors and awards for the 
year were announced during the exercises. 
Among them were the following: The Amer- 
ican Psychiatric Association Student Thesis 
Award sponsored by Smith Kline & French 
to Clark Miller Hinkley of Waynesville; 
Bausch and Lomb Medal for Meritorious 
Student Research, American Society of Clin- 
ical Pathology to William Stephen Gibson, 
Jr., of Goldsboro; The Deborah C. Leary Me- 
morial Award to William Mynell Clarke of 
Fayetteville; The Isaac H. Manning Award 
to Edward Arthur Sharpless of Chapel Hill; 
Mosby Book Awards to Robert DeVane 
Croom, III, of Maxton, James Lee Parker of 
Enfield, Car] Glenn Pickard, Jr., of Asheville’ 
Benjamin Garrou of Valdese and Zell Allison 
McGee of Winston-Salem; and The Roche 
Award of Zebulon Weaver, III, of Asheville. 

* * 

Three major annual awards to faculty 
members and members of the house staff 
of N. C. Memorial Hospital and students 
were announced recently by the School of 
Medicine at the annual Student-Faculty Day. 
Also announced were the new officers for 
the next school year of the Whitehead Med- 
ical Society. 

The Professor Award, presented each year 
by the senior class of the Medical School, 
went to Dr. W. Geoffrey Wysor, Jr., of the 
Department of Medicine. 
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The William deB. MacNider Award went 
to Robert J. Cowan second year medical 
student of Greensboro. 

The Henry C. Fordham Award was pre- 
sented to Dr. William E. Easterling of 
Raleigh. 

New officers who will head the White- 
head Medical Society next year are C. Glenn 
Pickard, Jr., Asheville, president; Fred Sum- 
mers, Jr., Statesville, vice-president; Neil 
Bender, Pollocksville, secretary; and James 
Earnhardt, Thomasville, treasurer. 

* * 

Plans for the transfer of $25,000 to the 
Department of Pediatrics of the University 
of North Carolina School of Medicine from 
Sigma Sigma Sigma Sorority, a national so- 
cial organization, have been announced by 
Mrs. Dennis A. Kitchen of Kenmore, New 
York, and Dr. Floyd W. Denny Jr., chairman 
of the Department of Pediatrics. 

The money will be used toward the com- 
pletion of an isolation unit on the seventh 
floor of the hospital, which is the section of 
the hospital devoted to treating children. 

* * * 

Dr. Maxwell M. Wintrobe, head of the 
Department of Medicine of the University 
of Utah College of Medicine delivered the 
fifth annual Adam T. Thorp III Memorial 
Lecture at the University of North Carolina 
School of Medicine on May 24. He spoke on 
the subject of “Pebbles, Stones and Key- 


stones.” 
* * 


New officers have been elected for the 
coming year by the Chapel Hill Chapter of 
the American Association of University 
Professors. 

Dr. G. P. Manire, professor of bacteriology 
and immunology, was elected president. 

* % 

Dr. George C. Ham, chairman of the De- 
partment of Psychiatry, was guest speaker 
at the Michael Reese Hospital Institute for 
Psychosomatic and Psychiatric Research 
and Training for their tenth anniversary 
celebration, held in Chicago recently. Dr. 
Ham soke on “Recent Trends in Psychiatric 
Education.” 

While in Chicago, Dr. Ham also delivered 
an address on “Psychoanalytic Education 
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and the Psychiatric Residency” at the an- 
nual meeting of the Academy of Psycho- 
analysis and attended meetings of the Am- 
erican Psychoanalytic Association and Am- 


erican Psychiatric Association. 
* * * 


The Section of Physical Therapy of the 
University of North Carolina School of 
Medicine held exercises in decognition of 
four graduating seniors at the school on 
May 20. 

The guest speakers was Dr. Catherine 
Worthingham, director of the Department 
of Professional Education of The National 
Foundation. Her topic was “The Dilemma 
of the Physical Therapy Profession.” 

The four graduates are Mrs. Elizabeth 
Brown Aman, Jacksonville; Mrs. Julianne 
Benson Smith, Lumberton; Miss Dorothy D. 
Hulick, Raleigh, and Kenneth Jordan of 
Asheboro. The degree of bachelor of science 
in physical theraupy was awarded these stu- 
dents at the regular graduation program of 
the University June 5. the University of 
North Carolina is the only school in the state 
offering a degree in physical therapy. 


* * * 

Dr. Robert R. Cadmus, director of N. C. 
Memorial Hospital, was a principal speaker 
at a meeting of Districts Four and Five of 
the N. C. Hospital Association held in Ral- 
eigh recently. 

Joseph E. Barnes, director of Rex Hos- 
pital presided over the session. He spoke 


on ‘“Physician-Hospital Relations.” 
* * 


Dr. Robert A. Ross, head of the Depart- 
ment of Obstetrics and Gynecology of the 
University of North Carolina School of Medi- 
cine was guest speaker at a meeting of the 
Virginia Academy of General Practice in 
Washington, D. C., on May 12. Dr. Ross dis- 
cussed “Gynecological Aspects” on a sym- 


posium devoted to back pains. 
* * * 


Some 40 representatives from North 
Carolina’s professional groups and_ state 
agencies resposible for the mentally retarded 
met in conference May 23-25 at N. C. 
Memorial Hospital. 

The title of the conference was “Mental 
Retardation: Needs and Resources in North 
Carolina.” 
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NortH CAROLINA HEART ASSOCIATION 


The North Carolina Heart Association has set 
a deadline of August 1, 1961, for receiving appli- 
cations for research grants-in-aid up to $2,000, 
except in unusual circumstances when they will 
consider applications for larger amounts from 
investigators within the state working in the 
cardiovascular field. These grants-in-aid are 
awarded by the Heart Association and its chap- 
ters to scientists who need interim or supple- 
mentary financial support for on-going projects, 
or who wish to demonstrate by a pilot experi- 
ment the value of a new project. 

Awarded three times a year, the grants-in-aid 
are one phase of the Heart Association’s research 
program, which is supported by public contribu- 
tions to the annual Heart Fund campaign. 

Applications for these grants may be forward- 
ed to Dr. J. Logan Irvin, Chairman, Research 
Committee, North Carolina Heart Association, 
Miller Hall, Chapel Hill, North Carolina. 

This research program is separate from that of 
the American Heart Association, which annually 
makes numerous research grants to scientists in 
North Carolina. Those interested in inquiring 
about the national program are asked to write 
to the American Heart Association, 44 East 23rd 
Street, New York 10, New York. 


ASSOCIATION FOR RESEARCH 
IN OPHTHALMOLOGY 


The Southeastern Section of the Association 
for Research in Ophthalmology will hold its next 
meeting at Duke University Medical Center Jan- 
uary 12-13, 1962. All ethical physicians are invit- 
ed to submit an abstract for this meeting prior 
to December 1, 1961. Address abstracts and in- 
quiries to Dr. J. Lawton Smith, Department of 
Surgery, Duke University, Durham. 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular meeting of The Nash-Edgecombe 
Medical Society was held in Rocky Mount on 
June 14. 

Dr. John Chambliss presided over the showing 
of a 22 minute sound and color film, “External 
Cardiac Massage,”’ which depicts the basic tech- 
nique and value of closed chest resuscitation and 
shows procedures to be taken when heart arrest 
or ventricular fibrillation occurs in or out of the 
hospital. 


News NOorTeEs 


Dr. Charles M. Norfleet and Dr. Wayne E. 
Davis have announced their association for the 
practice of urology, with offices in the Profes- 
sional Building, Cloverdale Avenue, Winston- 
Salem. 
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Dr. Charles T. Medlin has announced the as- 
sociation of Dr. Davey B. Stallings in general 
practice at Rural Hall. 


AMERICAN COLLEGE OF GASTROENTEROLOGY 


The American College of Gastroenterology an- 
nounces that its annual course in postgraduate 
gastroenterology will be given at the Sheraton- 
Cleveland Hotel in Cleveland Ohio, on October 
26-28, 1961. 

The faculty will be drawn from the medical 
schools in and around Cleveland. The subject 
matter to be covered, from a medical as well as 
a surgical viewpoint, will be the advances in 
diagnosis and treatment of gastrointestinal dis- 
eases. There will be comprehensive discussions 
of pancreatic disease, biliary tract disease, elec- 
trolytes, peptic ulcer, etc. 

There will be an “X-ray Classroom” on the last 
afternoon, presented by an outstanding panel of 
specialists who will answer questions and pre- 
sent instructional demonstration. There will also 
be a class in cinegastrophotography. 

One complete sesion will be held at the Cleve- 
land Clinic and one at the Cleveland Academy 
of Medicine. 

For further information and enrollment write 
to the American College of Gastorenterology, 33 
West 60th Street, New York 23, New York. 


AMERICAN HEARING SOCIETY 


Furthering its efforts to recruit teachers of 
lipreading, the American Hearing Society has 
awarded its 1961 Kenfield Memorial Scholarship 
to Miss Jean A. Mariast, of San Francisco. She 
plans to use the funds for special training at 
San Francisco State College. 

Funds for the scholarship project were sub- 
scribed in 1937 in memory of Miss Coralie N. 
Kenfield, San Francisco, who was well known 
for her effective methods in teaching hard of 
hearing persons to lipread. The 1961 scholarship 
is the twenty-second award to be made by the 
society in 24 years, to the benefit of countless 
numbers of children and adults throughout the 
country. 


AMERICAN PuBLIC HEALTH ASSOCIATION 


Establishment of the annual Bronfman Prizes 
for Public Health Achievement, a new series of 
major awards to honor “outstanding current 
creative work leading directly to improved health 
for large numbers of people,’ was announced 
recently by the American Public Health Associa- 
tion. The prizes have been established with a 
grant from the Samuel Bronfman Foundation, 
Inc. 

Dr. Berwyn F. Mattison, executive director of 
the Association, said that from one to three 
prizes will be awarded annually, depending on 
availability of suitable candidates. Each prize 
will consist of a $5,000 cash award and a com- 


July, 1961 


memorative symbol, now being devised. First 
awards will be announced and presented during 
the Association’s eighty-ninth annual meeting in 
Detroit, November 13-17. 

The Bronfman Prizes will be awarded for 
work of particular effectiveness in applying new- 
er scientific knowledge to community hea!th 
rather than for achievements in basic or labor- 
atory research. With the establishment of the 
Bronfman Prizes, the Association this year con- 
tinues to grant only one other award—the an- 
nual Sedgwick Memorial Medal in recognition 
of long and distinguished careers in public 
health. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


Publication of the third edition of the annual 
directory and bibliography of the National In- 
stitutes of Health has been announced by the 
Public Health Service. 

The publication is intended for reference use 
by research workers in the biomedical sciences 
inside and outside the federal government. It 
presents the broad outlines of NIH structure, 
names the professional staff, and lists more than 
1600 scientific and technical papers deriving from 
the NIH program of direct research—laboratory 
and clinical—during 1960. 

Designed to increase the usefulness of the 
volume are two indexes: one lists staff members 
and authors; the other—a subject index—reflects 
the scope of NIH research and provides quick 
reference to major and subordinate research 
areas. These areas covered the vast extent of 
problems that concern biomedical scientists— 
from the biochemistry within the human cell to 
the causes and control of the degenerative dis- 
eases, and the physiological and psychological 
aspects of aging. 

Copies of the publication are available from 
the Public Information Section, Office of Re- 
search Information, National Institutes of 
Health, Bethesda, Maryland. 

* * * 

About 1,161,000 of the civilian, noninstitutional 
population of the country have hearing aids, ac- 
cording to a new report from the Public Health 
Service’s National Health Survey. This total 
represents one-fifth of the people who are re- 
ported to have hearing impairments. 

The estimates are derived from household in- 
terviews conducted during the year ending June 
30, 1959, with a representative sample of the 
population. 

About 253,000 people had wheel chairs during 
this period, the new report shows. Some 54 per 
cent of these were persons so disabled as to be 
confined to the house except in emergencies. 

Estimates of 201,000 persons with leg or foot 
braces and 494,000 other types of braces were re- 
ported by the survey. About 82,000, or 41 per 
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cent of the leg or foot braces, were for children 
under 15 years of age, and about three-fourths 
of these 82,000 braces were worn because of con- 
ditions due to poliomyelitis or of congenital 
origin. 

Of the estimated 139,000 people with artificial 
limbs, 132,000, or 94 per cent were males. About 
106,000, or 76 per cent of the total number, were 
persons with an artificial leg or foot. 

The report is entitled, “Distribution and Use 
of Hearing Aids, Wheel Chairs, Braces, and Ar- 
tificial Limbs, United States, July 1958—June 
1959,” Public Health Service Publication No. 584- 
B 27. Copies may be obtained from the Superin- 
tendent of Documents, Government Printing Of- 
fice, Washington 25, D. C., at 25 cents a copy. 

* * * 

The Public Health Service recently announced 
release of a new publication which reveals ser- 
ious health hazards in uranium mining and urges 
more aggressive action to meet the danger. The 
report summarizes the proceedings of the Gov- 
ernors’ conference on health hazards in uranium 
mines held last December, a meeting attended 
by officials from the seven Western states en- 
gaged in uranium mining. In spotlighting the 
problems of uranium miners, the conference re- 
vealed that, among these workers, deaths are 
occurring in excessive numbers due to lung can- 
cer and to complications of silicosis. 

The report concludes that mounting evidence 
of the severe health hazards in uranium mines 
points out the urgency for more aggressive ac- 
tion to meet the problem. Control of these haz- 
ards was viewed by the Conference participants 
as a primary responsibility of the states. Upon 
request, various agencies of the Federal Govern- 
ment stand ready to provide assistance to the 
states in carrying out this responsibility. 

* * * 

Scientists of the Public Health Service’s Na- 
tional Cancer Institute have developed a simple, 
rapid method of drying cells for microscopic 
study. The new method permits indefinite stor- 
age of dried cells and eliminates chemical treat- 
ment, which may disturb vital details of cell 
structure and function. 

A report of the work was presented recently 
at the Syverton Memorial Symposium and the 
twelfth annual meeting of the Tissue Culture 
Association held at Detroit, Michigan. The re- 
port was prepared by Henry C. Orr, Dr. Morris 
Belkin, and Walter G. Hardy, all of the National 
Cancer Institute, and a former coleague, Dr. 
Ezio Merler, now of the Harvard Medical School, 
Boston, Massachusetts. 

The Chemotherapy Service of the National 
Cancer Institute is initiating studies on the 
chemotherapy of medulloblastoma with regional 
antimetabolites at the Clinical Center, National 
Institutes of Health, Bethesda, Maryland. 
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A limited number of patients who have under- 
gone neurosurgery and radio-therapy will be ac- 
cepted for study. Referrals of such patients will 
be greatly appreciated. 

Physicians who wish to have their patients 
considered for this study may write or telephone: 
Dr. Myron Karon 
Chemotherapy Service 
General Medicine Branch 
National Cancer Institute 
Bethesda 14, Maryland 


VETERANS ADMINISTRATION 

A new radioactive agent has been developed 
by Veterans Administration research for use in 
the diagnosis of kidney disease. 

Called radioactive hippuran, it is used to dif- 
ferentiate between high blood pressure caused 
by kidney disease, which may be surgically cur- 
able, and the more common type of high blood 
pressure of unknown cause for which there is 
no known cure. 

Radioactive hippuran will soon be employed 
in a nationwide survey of patients with high 
blood pressure. This survey is being supported 
by the United States Public Helath Service which 
has granted $100,000 to the National Institutes 
of Health to conduct the two-year long program. 

Persons with severe mental illness (psychosis) 
are apparently free of a number of common phy- 
sical ailments, a 15-year survey of Veterans Ad- 
ministration patients shows. 

Among hundreds of mentally ill veterans 
studied at the Bedford, Massachusetts, VA hos- 
pital over the past decade and a half, not a sin- 
gle case of hay fever was discovered and only 
one case of asthma was found. Rheumatoid ar- 
thritis was rare. 

In addition, many mental patients may not 
show signs of discomfort or pain during major 
painful physical disorders. 

The investigation reveals that most neuro- 
psychiatric patients do not complain of physical 
pain even with perforation of peptic ulcers, acute 
appendicitis, and severe heart attacks. 

Dr. Walter E. Marchand, chief of the Bedford 
VA hospital’s medical-surgical service, began the 
study of unusual aspects of the practice of med- 
icine among psychotics in 1945. In 1952 he was 
joined by Dr. Otto F. Ehrentheil, clinical in- 
structor in medicine at Tufts University School 
of Medicine. 

It shows that psychotic patients brought to 
surgery for acute peritonitis often had suffered 
the perforation 48 to 72 hours earlier. Autopsy 
reports disclose that some patients had suffered 
heart attacks several days before their death 
and had shown no signs of physical pain. 

Thus, the study urges, physicians, nurses, and 
psychiatric aides should be aware of any slight 
change in the patient’s behavior or lapse from 
his usual routine. 
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Dr. Ehrentheil and Dr. Marchand have sum- 
med up their findings in a book, “Clinical Med- 
icine and the Psychotic Patient.” Written in an 
informal narrative fashion, it abounds in obser- 
vations and practical advice of value not only 
to psychiatrists but to any physician who under- 
takes the care of a psychotic patient. 


Dr. Gasque Appointed Medical Director of 


Chemical Company 


Dr. Mac Roy Gasque has been appointed to the 
newly created post of medical director of Olin 
Mathieson Chemical Corporation, Gordon Grand, 
vice president-law and administration, announc- 
ed. Dr. Gasque had been medical director of 
Olin’s Ecusta and film operations at Pisgah 
Forest, North Carolina. 

As corporate medical director, Dr. Gasque will 
develop and implement modern industrial health 
programs for the corporation which emphasize 
preventive medicine and health promotion 
among employees. These programs, to be coordi- 
nated with Olin’s safety program, will be tailor- 
ed to meet individual plant and community 
needs. 

Dr. Gasque holds a faculty appointment in the 
department of preventive medicine at the Duke 
University Medical School and is a frequent lec- 
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turer at the Bowman Gray School of Medicine 
and the University of North Carolina. His prin- 
cipal office will be located at 460 Park Avenue, 
New York City. 


Maytag Gives Grant to NFME 


A $2,000 grant to the National Fund for Med- 
ical Education, which gives financial aid to the 
nation’s 85 medical colleges, has been announced 
by Robert E. Vance, president of the Maytag 
Company Foundation, Inc. 

Other grants announced simultaneously went 
to the Iowa College foundation and the United 
Negro College fund. 

Each of these groups has received grants an- 
nually since establishment of the Maytag foun- 
dation in 1953. The foundation receives its fin- 
ancial support from the Maytag company, home 
laundry appliance manufacturer. 


Attack on Counterfeit Drugs Proposed 


A four-prong attack on prescription drug 
counterfeiting was proposed recently by a repre- 
sentative of one of the nation’s leading ethical 
drug manufacturing firms. 

George H. Hambrecht, of the legal department 
of Smith Kline & French Laboratories of Phil- 
adelphia, said before the eightieth annual con- 
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“oral therapy of choice’ 
in management of diabetes . ... from the 
mild stable adult to the severe labile juvenile 
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vention of Indiana pharmacists meeting last 
month that “seizures of counterfeit drugs show 
there is still an area of irresponsibility in which 
this vicious racket operates.” 

Hambrecht outlined this program to attack 
drug counterfeiting: 

1. Legal action by reputable manufacturers 
against “fly-by-night” operators engaged in 
counterfeiting operations, coupled with educa- 
tion programs by the industry to alert retail! 
pharmacists to counterfeiting operations. 

2. Effective enforcement of state statutes out- 
lawing counterfeiting. 

3. Action through the Federal Food, Drug and 
Cosmetic Act. 

4. Action by state pharmacy boards against 
individual retailers dealing in counterfeits. 


New Device Speeds Relief from Migraine N 

“Almost immediate” relief from severe mi- 
graine, with some patients reporting relief in 
five minutes and the average requiring ten min- 
utes, was reported on June 25, with the use of a 
new device for rectal instillation of medication. 

Dr. Robert E. Ryan of St. Louis, Mo., reported 
to the American Association for the Study of 
Headache, meeting in the Park Sheraton Hotel, 
New York, that the quick results had been ob- 
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tained by eliminating the semi-solid base of sup- 
positories, which must melt before drugs can 
enter the blood stream. 

The doctor reported on the use of Rectalad 
Migraine (Wampole Laboratories), a plastic tube 
containing four anti-headache drugs in liquid 
solution. The 2 cc. dose contains the drugs in 
combination determined most effective through 
experiment: 2.0 mg. ergotamine tartrate, 25.0 mg. 
caffeine, 0.4 mg. scopolamine aminoxide, and 
200.0 mg. chloral hydrate. 

Among 200 patients, 168 obtained complete 
relief and 16 obtained partial relief, while the 
remaining 16 apparently were not helped. Side 
effects consisting of cramps in 10 cases and mild 
laxative effect in 3, were minimal. There was no 
incidence of vomiting. 

Rr. Ryan noted that Rectalad Migraine elimi- 
nates a major disadvantage of suppositories: a 
tendency to melt in summer. But the chief ad- 
vantage, he said, was speed of relief. 

The plastic tube dosage form, in which the 
drugs are suspended in a nonirritating liquid 
vehicle to minimize laxative effect, may be self- 
administered. 


Indications that schizophrenia, this nation’s 
number one mental disorder, runs in families are 
cited by the March Issue of Patterns of Disease, 
a monthly Parke, Davis & Company publication. 


results 


_ fair to excellent control in 91 of 104 diabetics (88%) 


... achieved with DBI use alone or combined with exogenous insulin. 


of 104 
“problem” 
diabetics 
treated 
with... 


OBI (brand of Phenformin HCI-Ni— 
B-pnenethyibiguanide HC} 

is available as 25 mg. white, 
scored tablets, 

bottles of 100 and 1000. 


“more useful and certainly more serene lives”... 
In many diabetics ‘‘phenformin (DBI) has been responsible for adjusting — 
life situations so that patients whose livelihood was threatened, whose 
peace of mind was disturbed because of lability of their diseases, have been 
restored to. more useful and certainly more serene lives.” 


“no evidence of toxicity” due to DBI.. 
a relatively iow incidence of gastrointestinal 
reactions... 


. were found in this series. 


Rely on DBI, alone or with insulin, to enable a maximum number of 
diabetics to enjoy continued convenience and comfort of oral therapy 


in the satisfactory regulation of... 


Stable adult diabetes - sulfonylurea failures 


unstable (brittle) diabetes 


174:474, Oct. 1, 1960. 


NOTE — before prescribing DB! the physician should be thoroughly familiar 
with general directions for its use, indications, dosage, possible side effects, precautions 


and contraindications, etc. Write for complete detailed literature. 


u. S. Vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division ¢ 250 East 43rd Street, New York 17, N.Y. 
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The Month in Washington 


The American Medical Association sup- 
ported the Kennedy Administration’s pro- 
posal to provide $750 million in matching 
funds for construction of medical, dental, 
public health, and osteopathic schools. 

In a letter to Senator Lister Hill (D., 
Ala.), chairman of the Senate Labor and 
Public Welfare Committee, Dr. F. J. L. Blas- 
ingame, executive vice president of the 
A.M.A., said: 

“As an Association of 179,000 practicing 
physicians, we are vitally interested in 
maintaining the high quality of medical 
education in the United tSates because of its 
direct relationship to medical care. For over 
a century, the American Medical Associa- 
tion has been actively and effectively en- 
gaged in the improvement of medical edu- 
cation in the United States. It can now be 
said, with assurance, that medical education 
in this country is superior to that found 
anywhere else in the world. It is not a coin- 
cidence that the improved standards of med- 
ical care in the last half century saw the 
elimination of sub-standard medical schools 
and diploma mills which had been turning 
out graduates in large numbers. This im- 
provement in medical education is the re- 
sult of the vigorous efforts of this Associa- 
tion and other interested organizations. 

“We strongly believe that increased at- 
tention must be given to the adequacy of 
physical facilities, the availability of quali- 
fied instructors and the availability of 
teaching material and patients for the clin- 
ical phases of medical education if high 
standards of medical education are to be 
maintained. Any attempt to increase the 
number of medical students without regard 
to these conditions will result in a lower- 
ing of the standard of medical education. 
We are of the firm conviction that increase 
in the physical facilities available for med- 
ical education should be given priority at 
this time over any other federal legislation 
in the field of medical education. 

“We believe that there is need for assist- 
ance in the expansion, construction and re- 
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modeling of the physical facilities of medi- 
cal schools and, therefore, a one-time ex- 
penditure of federal funds on a matching 
basis, where maximum fredom of the school 
from federal control is assured, is justified.” 

The A.M.A. opposed a provision that 
might encourage medical schools to expand 
too rapidly. Dr. Blasingame said: “It is 
quite possible that a forced increase in 
freshman enrollment would be detrimental 
to the quality of medical education.” 

The Association did not take a position on 
the provision of the Administration legisla- 
tion that would provide federal scholarships 
to medical students. However, Dr. Blasin- 
game described to the senate committee 
A.M.A.’s new medical scholarship and stu- 
dent loan programs. 

The General Accounting Office found the 
Defense Department’s Medicare program be- 
ing conducted generally “in a satisfactory 
manner,” but recommended some changes 
designed to correct what it considered “im- 
portant deficiencies.” 

The Army, which administers the pro- 
gram of medical care for dependents of 
members of the armed services, took steps 
to put into effect most of the recommenda- 
tions of the GAO, which audits federal 
spending for Congress. 

However, Medicare officials rejected a 
GAO proposal for a change in physician fee. 

“Our view disclosed that physicians’ 
claims for medical care are, in general, sig- 
nificantly higher in states where maximum 
fees are made known to physicians than in 
those states where maximum fees are not 
made known,” the GAO reported. “We esti- 
mate that there is an additional cost of as 
much as $3 million to $4 million annually 
as a result of maximum fees, rather than 
normal fees, being charged in the states 
where fee schedules are distributed to the 
physicians.” 

The GAO recommended that lower fixed 
fee schedules be negotiated for states where 
a high percentage of physicians claims are 
for maximum allowable fees, “subject to 
being raised only on the basis of clearly 
supported evidence of higher normal fees.” 

If lower fees cannot be negotiated, the 
GAO said, efforts should be made “to have 
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the state medical society or other appropri- 
ate parties accept the responsibility for de- 
termining that physician claims are general- 
ly not in excess of their normal charges.” 

The GAO further recommended that 
“physicians be required to certify on each 
claim that the amount billed does not ex- 
ceed the physician’s normal fee for the 
medical care furnished.” 

The Army disagreed, saying that it be- 
lieved “the present contracting concept is 
the most suitable to meet the requirements 
and is in the best interests of the govern- 
ment.” 

The A.M.A. noted that it had held from 
the outset that ‘fixed fee schedules would 
result in a more expensive program than 
if physicians were permitted to charge their 
normal fees.” 

Fixed fee schedules call for some fees 
above some so-called normal fees and others 
below average fees, the A.M.A. said. ‘“Psy- 
sicians tend to ‘balance out’ by using fees 
listed in the fixed fee schedule.” 

Medicare was started December 7, 1960. 
During the first four years of the program, 
$130 million was paid to civilian doctors and 
$133 million to civilian hospitals for care 
of 1.1 million military dependents. Matern- 
ity cases accounted for about half the total. 

Medicare has asked Congress for $73.2 
million for the fiscal year 1962, beginning 
this July 1. This is a $6.9 million increase 
over Medicare’s current budget. The in- 
crease is needed, Medicare said, because of 
more military dependents eligible for the 
program’s benefits and increases in the 
costs of services. 
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Book Reviews 


Myxedema. By Jerry K. Aikawa, M.D. 
106 pages. Price, $5.00. Springfield, IL: 
Charles C Thomas, Publisher, 1961. 

In a recent review of two books Mr. Sidney 
Harris commented that they both had a severe 
case of literary edema—‘That disease so pan- 
demic in the book publishing business.” Dr. Aik- 
awa’s book is refreshingly free from this disease. 
He has put into 99 pages—including references— 
a fascinating history of myxedema, beginning 
with T. W. King’s recognition of the function of 
the thyroid gland in 1836. Sir William Gull in 
1875 reported five cases of myxedema and is 
credited with being the first to recognize it. Dr. 
William Ord, in 1878, described the pathology 
of the condition and first proposed the name 
myxedema. Brief sketches of Drs. Gull and Ord 
add interest to the story. 

Chapter II describes the evolution of specific 
therapy, beginning with transplantation of. the 
thyroid gland. Credit is given Dr. George Mutray 
for first using, in 1891, a thyroid extract in 
a myxedematous patient, who continued to 
take the extract until she died in 1919 at the 
age of 74. Soon after Dr. Murray reported us- 
ing the extract by hypodermic injection, three 
physicians reported independently that thyroid 
extract was just as effective by mouth as by 
hypodermic injection. 


Inu Memoriam 
Warren Edwin Miller, M.D. 

Warren Edwin Miller was born January 22, 
1092, in Garnersville, Georgia. He attended David- 
son College and was graduated from Emory Uni- 
versity in Atlanta, Georgia, where he received 
his M.D. degree in 1929. He served a one-year 
rotating internship at Grady Memorial Hospital 
in Atlanta and a two-year surgical residency at 
Union Memorial Hospital in Baltimore. 

He then went to the Canado Mission on the 
Navajo Indian Reservation in Canado, Arizona, 
working with Dr. Salsbury and the Navajo In- 
dians for two years. He came to Whiteville in 
1935, and founded a small hospital known as 
Columbus County Hospital, which he operated 
for several years. 

He was elected a Fellow of the American Col- 
lege of Surgeons in 1937. 

He served for five years as chairman of the 
Selective Service Board, and in May, 1943, he 
volunteered and entered the U. S. Army Air 
Force with the rank of major. He served both in 
the States and in the Southwest Pacific. He was 
separated from the service in 1945 with the rank 
of lieutenant colonel, and resumed private prac- 
tice in Whiteville. 

Always interested in cancer, he became di- 


“eh 
4 
3 
ql 
git 
a GZ 
iJ 
Lites, 
> 
“A SAVIN 


334 


rector of the North Carolina division of the 
American Cancer Society and was instrumental 
in the establishment of the Cancer Center for 
Incurables at Lumberton, North Carolina. At the 
time of his death he was president of the local 
chapter of the American Cancer Society. 

Dr. Miller’s love of flying was both for pleas- 
ure and for the benefit of his patients. Before 
the days of rapid pathologic reports he would 
fly to Wilmington with the specimens for early 
report. He has transported patients in his priv- 
ate plans to their homes after their initial stay 
in the local hospital and to medical centers for 
treatment. He was a charter member of the Fly- 
ing Physicians Association and was cited by the 
United States government in June, 1959, for a 
successful flight to Alaska by the Flying Physi- 
cians to prove an evacuation plan. 

Dr. Miller was married in 1936 to the former 
Elma Webster of Hamilton, Ontario. Two sons 
were born of this marriage. 

Dr. Miller died December 10, 1960, in Columbus 
County Hospital at the age of 56, a victim of 


cancer. 


Dow Names Dr. M. B. Chenoweth 
Research Scientist 

Dr. Maynard B. Chenoweth, an internationally 
known pharmacologist on the Biochemical Re- 
search Laboratory staff of the Dow Chemical 
Company, has been named to the rank of re- 
search scientist. 

Dr. Chenoweth is the eighth Dow scientific 
worker to be named to this classification, which 
accords recognition for outstanding achievements 
in science. His appointment was announced by 
Dr. R. H. Boundy, Dow vice president and direc- 
tor of research. 

While his research has been over a wide range, 
Dr. Chenoweth is particularly known for his 
classical work on fluoroacetate and as an author- 
ity on metal binding in biological systems. More 
recently he has made major contributions to the 
field of anesthesiology. 
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Brantley Appointed District Manager 
By Wyeth Laboratories 


The appointment of Charles H. Brantley, 
Raleigh, North Carolina, to the position of dis- 
trict manager with Wyeth Laboratories, has been 
announced by Stuart V. Smith, vice president 
and director of sales. 

Brantley, who will have his headquarters in 
Raleigh, has been a member of the Wyeth sales 
staff since 1950. He is a graduate of Wake Forest 
College, and served with the Army Medical De- 
partment. 

Brantley resides at 621 Powell Drive with his 
wife and four children. 


New Dressing Announced by Johnson & Johnson 


A new dressing which marks a milestone in 
the control of bleeding in both external and in- 
ternal wounds is now available to the medical 
profession, it was announced by Johnson & John- 
son, the world’s largest manufacturers of surgical 
dressings. The new material, which perform its 
hemostatic function by inducing an artificial clot, 
is known as Surgicel. 

Surgicel is applied in gauze-like strips or card- 
ed fiber pads which in appearance are not unlike 
absorbent cotton. Within two to three minutes 
after contact with the wound, bleeding stops and 
oozing is brought under control, even though the 
area may involve tissues which are characteris- 
tically insusceptible of suturing or ligaturing, or 
in which such procedures are difficult. 

The extensive clinical tests, which included use 
of Surgicel in operations on the brain, were con- 
ducted principally by Dr. Miller at Fort Howard, 
Dr. Franklin at Jefferson Medical College; and by 
Dr. Elliott S. Hurwitt, chief of the surgical divi- 
sion at Montefiore Hospital and clinical professor 
of surgery at Columbia College of Medicine; and 
by Dr. R. W. Postlethwait, chief of the surgical 
division at the Veterans Administration hospital, 
Durham, North Carolina, and professor of sur- 
gery at Duke University, in addition to many 
other studies carried out in leading medical in- 
stitutions here and abroad. 
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PRO-BANTHINE PA. 


(BRAND OF PROPANTHELINE BROMIDE) 


PROLONGED-ACTING TABLETS 30mg. 


PROVIDES YOU WITH THE RECOGNIZED 
EFFECTIVENESS OF PRO-BANTHINE® 

PLUS THE CONVENIENCE AND SUSTAINED 
ACTION OF PROLONGED-ACTING MEDICATION. 


Suggested Dosage—One tablet B.|.D. is usually effective | 


SEARLE « co. 


Chicago 860, lilinois 
Research in the Service of Medicine 
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They’ll need morethan 


money. 


needa 


peaceful world to grow up 
in. U.S. Savings Bonds are 
shares in a stronger Amer- 
ica. Buying them helps your 
country assure freedom’s 


security. 


How to make your money 
srow up with your family 


@ 


The only bills that don’t grow right 
along with your kids are dollar bills. 
But you can make your dollars grow 
too —by investing them in U.S. Sav- 
ings Bonds. Say you start to put 
$6.25 a week into U.S. Savings Bonds 
when your daughter is three years 
old. By the time she’s in high school 
—and wants shoes and dresses and 
the beauty shop for herself instead 
of for her doll—you’ll have close to 
$3,900 to help you meet these “‘grow- 
ing-up expenses.’’ And over $600 will 


be earned interest. 

Why U.S. Savings Bonds 

Make Good Saving Sense 
- You invest without risk under a U.S. 
Government guarantee - You now earn 
334 % interest to maturity - You can 
save automatically on the Payroll Sav- 
ings Plan - You can buy Bonds at any 
bank - Your Bonds are protected against 
loss, fire, even theft - You can’t lose your 
money - You can get your money any 
time you want it—with interest - You 
save more than money —you buy shares 
in a stronger America. 


You save more than money with U.S. Savings Bonds 
This advertising is donated by The Advertising Council and this magazine. 
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The cigarette that made the filter famous/ 


CIGARETTES 
CLASS'A’ 
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CIGARETTES 


(NEW FILTER 


| | | 


KING SIZE 


It’s true. Kent’s enormous rise in popularity—with all the attendant magazine 
and newspaper stories—really put momentum to the trend toward filter cigarettes! 
An important step in making the ‘‘Micro- 

nite” Filter is Kent’s “Jet-Blooming”’ 

ae. Process. Specially designed machines 

JET- separate the soft, pure, all-vegetable 
BLOOMING material—then compress the fibers into 
the filter shape, in an intricate network of 

tiny channels which refine smoking flavor. 


So, Kent with the “Micronite” Filter re- 
fines away harsh flavor . . . refines away 
hot taste . .. makes the taste of a cigarette mild. 


That’s why you'll feel better about smoking with the taste of Kent. 


ALL THESE FIBERS ARE COMPRESSED INTO THE FILTER! 


A PRODUCT OF THE P. LORILLARD COMPANY—FIRST WITH THE FINEST CIGARETTES—THROUGH LORILLARD RESEARCH 


© 1961 P. LORILLARD CO. 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient's hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 


Cunitest® permits a high degree of practical accuracy and is very convenient. Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 4%, 42%, %%, 1% and 
2% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Cuinitest may be a vital adjunct in the management of the diabetic 
child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Meilitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 


FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION 


Standardized urine-sugar test...with 


COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD 


A line connecting successive urine-sugar read- 
ings reveals at a glance how well diabetics are 
cooperating. Each Cuinitest Set and tablet ,re- 


BRAND Reagent Tablets _ fill contains this physician-patient aid. —oises 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 
Daniel D. Chiles, M.D. William D. Keck, M.D. 
Clinical Director Edward W. Gamble, Ill, M.D. 
James K. Morrow, M.D. J. William Giesen, M.D. 
Silas R. Beatty, M.D. Internist (Consu!tant) 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 
Artie L. Sturgeon, Ph.D. 


AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 
Charleston Mental Health Center Norton Mental Health Clinic 
1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 
6. B. Young, M.D. Pierce D. Nelson, M.D. 


Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 


7's the SYMBOL of ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 
receivable and collection problems. 


me iS the EMBLEM of sound experience in SERVICE 


to the professional offices. 


=! 1S the MARK of @ complete PROFESSIONAL 


Doctor accounts receivable service. 
Here Are the BUREAUS in Your Area Capable and Ready to Serve You 
MEDICAL - DENTAL CREDIT BUREAU MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 212 West Gaston Street 
P. O. Box 3136 Greensboro, N. C. 
Winston-Salem, N. C. Phone BRoadway 3-8255 


Phone PArk 4-8373 


MEDICAL - DENTAL CREDIT BUREAU 
_— W. Morehead, Library Building 


MEDICAL - DENTAL CREDIT BUREAU 
220 East 


Lumberton, 
O. Box 983 
Reidsville, N Phone Redfield ‘$3283 
Phone Dickens 9-4325 
M - DENTAL CREDIT BUREAU, INC. 
310 N. Main Street Hawthorne ihedical Center 
High Point, N. C. Charlotte, N. C. 
Phone 88 3-1955 Phone FRanklin 7-1527 
MEDICAL - DENTAL CREDIT BUREAU 
A division of Carolina Business Services THE MEDICAL - DENTAL CREDIT BUREAU 
Room 10 Masonic Temple Building Westgate Regional Shopping Center 
P. O. Box 924 Post Office Box 2868 
Wilmingto Asheville, North Saath 


Phone Phone Alpine 3-7378 
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ACETAZOLAMIDE LEDERLE 
In edema of pregnancy 


DIAMOX achieves effective diuresis without inviting dehydra- 
tion. Comfortable 6- to 12-hour action provides daytime action — 
nighttime rest. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York a> 
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FOLLOW-UP 


In periodic patient follow-up, you really 
come to appreciate the meaning of ““True-to- 
Dial” accuracy with the G-E Patrician “200” 
combination. Film comparison is easier be- 
cause of guaranteed consistent x-ray output. 
Performance holds predictably from range 
to range . . . even from one G-E unit to 
another! And with it you get so many more 
Patrician features: full-size 81” tilting table 

. independent tubestand . . . counterbal- 
anced, not counterpoised, fluoroscopic screen 
or spot-film device . . . radiation confined to 
screen area by automatic shutter limiting 


... time after time, Patrician “200” guarantees 
X-ray exposures exactly as you dial them 


NORTH CAROLINA 


device ... economy of purchase and operation, 
You can rent the Patrician. G-E Maxiserv- 
ice® plan provides an attractive alternative 
to outright purchase. Included, for a con- 
venient monthly fee, are installation, mainte- 
nance, parts, tubes, insurance, local taxes. 
Contact your G-E x-ray representative listed 
below for details, 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


Direct Factory Branch 
CHARLOTTE 
1140 Elizabeth Avenue 


WILSON 
A. L. Harvey 
1501 Branch St. — Phone 23 7-2440 


FR 6-1531 
Resident Representatives 


WINSTON-SALEM 
N. E. Bolick 
1218 Miller St. — Phone PArk 4-5864 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords NICOZOL Sa 


prompt relief of apathy. Patients generally look 


better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir ial 


DRU G Write for professional sample and literature. 
ress 581 


C Speciation) WINSTON-SALEM 1, NORTH CAROLINA 
DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
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In response to 

innumerable requests 

from dermatologists 


Winthrop Laboratories 
now makes available 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 
A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 
Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 
or dermatitis). 


HOW IT ACTS: 


Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very wi ae 
low, overall toxicity is reduced and clinical 

tolerance improved. Furthermore, the DOSAGE: 
three components appear to act 
synergistically. 


Lupus. Average initial adult dose, 1 or 2 
tablets after meals and at bedtime. Dosage 
should be reduced gradually at two week 
intervals to 1 or 2 daily. 


HOW SUPPLIED: Light-Sensitivity Eruptions. Average initial 


Triquin tablets in bottles of 100, sold on adult dose, 1 tablet after breakfast and 
prescription only. lunch. May be reduced after several weeks to 


maintenance dosage of 1 tablet daily. 
Write for TRIQUIN booklet. 


Triquin, Atabrine (brand of Aralen (brand of chloro- (|) LABORATORIES New York 18, N. Y. 
quine), and Plaquenil (brand of h quine), 


reg. U.S. Pat. Off. 
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STOP BLOOD PRESSURE INSTRUMENTS 


CLIMBING Never before at such low prices 
STAIRS 


Heart Strain 
and Fatigue 
with a 
Home Elevator 


Inclin-ator travels up and down 
into closet space. Ideal for in- Mercurial type Anneroid type 
valids and older folks, with safe Desk Model Portable 

push-button controls. Uses or- 

dinary house current. Used in Only $90.40 Only $25.00 
hundreds of nearby homes. Call (add 5% to order to cover postage) 
or write today for free survey. 


NOWARG? FREE Stethoscope if cash accompanies order. 


ELEVATORS SCIENCE SERVICE 
Freight & Passenger Elevators 
Greensboro, North Carolina P. O. Box 967-N 
Charlotte @ Raleigh 


ke @ Augusta @ Greenville SANFORD, NORTH CAROLINA 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures — insulin, electro- 
shock, psychotherapy, occupational and recreational therapy — for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky oe — of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitati 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for aes nary cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 


Medical Director Associate Medical Director Clinical Director 
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LIFTS 
DEPRESSION 
CALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol ther- 
apy, her depression has lifted and her mood has brightened up — while her 


anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “‘seesaw”’ effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient — they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 

These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotiona! fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 


WALLACE LABORATORIES / Cranbury, N. J. 


antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 
therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
sory, this may be gradually increased up to 3 tablets q.i.d. 
Composition: | mg. 2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples, 
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COMPOSITION: Each Belbarb 
tablet or fluidram Elixir con- 
tains phenobarbital  gr., bel- 
ladonna alkaloids equiv. ‘wesh 


sedative action. 


HOW SUPPLIED: Tablets: 
Bottie of 100, 500 and 1000. Elix- 
ir; Pint and galion bottles. 


of natural belladonna 
alkaloids on the 
6-1 tract. 


Sedative—Antispasmodic 
20 years of clinical agar 


AL? 


HASKELL 


& COMPANY 


Richmond, Virginia 
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FOR PREPARATION OF CONCEN. 
TRATES SOLUTION FOR USE 


CONTENTS 


PERICILUN POTASSION 
(WITH CITRATE) 
A SWEETENED 
POWDER FOR PECONSTITUTION 


CAUTION. FEDERAL LAW 
GISPEWSING WITHOUT PRESCRIPTION 


POR OF COmCcEN 


by 
TRATED SUSPENSION POR 


PHYSICIANS PRODUCTS 
CONTENTS COMPANY, INC. 


FERC HAIN G POTASSIOw PETERSOURG, 


CAUTION: FEDERAL LAW 
WITHOUT PRESCRIPTION 


HONEY-CILLI 


NOT 


PHYSICIANS PRODUCTS 
-  COMPARY, INC. 
FOS PREPARATION OF CONCEN- 


CONTENTS 


PENICILLIN 
CRYSTALLINE SODIUM CITRATE 
PENICILLIN G POTASSIUM 
BUFFER ih A SWEETENED WONEY AND 
ED TABLETS FLAVOR PORDER FOR RECONSTITUTION 
PER TABLET CAUTION: FEDERAL LAW PROMLEITS TARLET COme 
Suffered with Calcium Carbonote DISPENSING IITHOUT PRESCRIPTION 4 


NO REFRIGERATION REQUIRED by 


PHYSICIANS PRODUCTS 
COMPANY, INC, 
PETERSBURG, 


ICFANS PRODUCTS 
COMPANY. INC. 


K.P.G. — 400 HONEY-CILLIN °300° 


1 400,000 Units Potassium Penicillin 300,000 Units Buffered Penicillin G 
G Buffered, in each yellow, scored 4 in each 5 cc. Honey flavor. Yellow 


tablet. color. 60 cc. size bottles. 


HONEY-CILLIN ‘400° 
2 100,000 Units Buffered Penicillin G TRIFONACIL—250 TABLETS 


in each 5 cc. Honey-Cherry flavor. Triple sulfas 0.5 Gm., Buffered Peni- 
Red color. 60 cc. size bottles. 5 cillin G, 250,000 units in each 


scored, pink tablet. 
TRIFONACIL—250 LIQUID 


Triple sulfas 0.5 Gm., Buffered Peni- 


cillin G, 250,000 units in each pyrene 
5 cc. Strawberry flavored, liquid. GLADLY SENT 


UPON REQUEST 
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BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 


For the Treatment of Psychiatric IlInesses 
in its completen ess and Problems of Addiction 


Modern Facilities 


Approved by Central Inspection Board of 
American Psychiatric Association and the 
Joint Committee on Accreditation 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


Phone HEmlock 5-4486 


equivalent to 
one USP Digitalis Unit 


Protection Against Loss of Income 
Physiologically Stan ized from Accident & Sickness as Well as 


therefore always Hospital Expense Benefits for You and 
dependapic. All Your Eligible Dependents. 


ALL PHYSICIANS 
SURGEONS 
DENTISTS 


Clinical samples sent to 
physicians upon request. 
COME 


Davies, Rose & Co., Ltd. PHYSICIANS CASUALTY & HEALTH 
Bo 18. M ASSOCIATIONS 

ston, 18, Mass, OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 
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specifically for the 
tense working adult? 


wouldn’t you see how closely these ATARAX 
want it tobe: advantages meet your standards 
versatile and atarax “...was used in higher-than-usual dosages (200 to 1600 mg. 


remarkably  daily).... Because of its clinical efficacy and lack of toxicity, [ATARAX] is 
well tolerated useful to both the psychiatrist and the general practitioner... .’”2 


“...hydroxyzine [ATARAX] is of considerable therapeutic value in the 
treatment of psychoneurosis....”’ Most patients “...with commonly en- 
ficaci countered neuroses such as anxiety states occurring in business executives, 
elmicacious in Jaborers dissatisfied with their jobs, in patients experiencing emotional 
upheavals caused by disturbed family situations, and in those with asso- 

ciated organic disease...” were treated successfully.! 


calming, seldom Working adults “...seldom experience drowsiness or impairment of in- 
impairing _ tellectual function with therapeutic doses.’ 


mental acuity 


Nor is that all that ATARAX has to offer. In one of the most crippling mani- 
festations of anxiety — alcoholism — ATARAX controls both acute and chronic 
stages without risk of injury to already damaged livers.4 In fact, though 
outstandingly useful in working adults, ATARAX equally well meets the 
needs of disturbed pediatric and geriatric patients (because of its usual 
lack of toxicity and convenient syrup form). Why not extend its benefits 
to all your tense and anxious patients? 

Dosage: For adults: 25 mg. t.i.d. to 100 mg. q.i.d. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 

References: 1. Garber, R. C.: J. Florida M. A. 45:549 (Nov.) 1958. 2. Lipton, 
M. I.: Pennsylvania M. J. 64:60 (Jan.) 1961. 3. Ayd, F. J., Jr.: Psychotropic 
Drugs, S. Garattini and V. Ghetti, eds., New York, Elsevier Publishing Co., 1957, 
p. 548. 4. McGettigan, D. L.: West. Med. 1:8 (Jan.) 1960. 


PASSPORT 
TO TRANQUILITY 


(brand of hydroxyzine HCl) 


® 
New York 17, N. Y. VITERRA Capeubea~Tactteane 
Division, Chas. Pfizer & Co., Inc. Therapeutic Capsules for 
Science for the World’s Well-Being® vitamin-mineral supplementation 
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\y Listen ... good news! 
GET BROADER PROTECTION AGAINST CLAIMS 


RESULTING FROM PRACTICE OF 


MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of North Carolina State Medical Assn. 


1. Broader Protection. A St. Paul policy assures you 
of complete “‘professional services” protection. 


2. Absence of Exclusions. All professional liability 
policies are not the same. The St. Paul policy has only 
one exclusion—Workman’s Compensation. 


3. Experienced, Sound Company. The St. Paul has 
established an enviable record of competence extending 


over more than 100 years. 
A., Effective Defense and Prevention. Close liaison 
with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- 
terial which assists doctors in avoiding claims. 


For complete information on “broader protection” 
Professional Liability Insurance see your nearest St. 
Paul agent. 


St. Paul Fire and Marine Insurance Co. 
St. Paul Mercury Insurance Co. 


NORTH CAROLINA OFFICES 
412 Addison Bldg. 

Charlotte, EDison 2-1633 
323 Morgan Street 

Raleigh, TEmple 4-7458 


HOME OFFICE 
385 Washington Street, 


FOuMDED 1853 


St. Paul, Minnesota 


R, for the mentally disturbed 


Peachtree Hospital is a modern, 60-bed psychiatric hospital, joining 
with Atlanta psychiatrists in working for better mental health. 
Great effort has been made to provide every facility for the benefit 
of the mental patient. 

A Registered Occupational Therapist and Occupational Therapy 
Aides direct each patient in a well rounded Occupational Therapy 
program, including leather crafts, ceramics, needle craft, mat 
weaving, basketry, jewelry, etc., performing a vital function in 
rehabilitation. 


peachtr 


Paul H. Fraser, Administrator 


ee hospital 
41 PEACHTREE PLACE, N.E. . ATLANTA 


MEMBER: American Hospital Association — Georgia Hospital Association — National Association 
of Private Psychiatric Hospitals 
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In 1961, you, the nation’s physicians, will diagnose 

an estimated 70,000 cases of cancer of the colon and rectum. 
Although potentially this is a highly curable cancer, 

each year more than two thirds of such patients 

die of the disease. Thousands are lost needlessly. 

They could be saved by proper medical treatment of the disease, 
found by annual examination, in its presymptomatic 

and most curable stage. The regular health checkup 

and alertness to first symptoms are great life-savers. 

To help bring such patients to you in time, 
the American Cancer Society has developed 
a forceful, comprehensive public education 
program on cancer of the colon and rectum. 
The Society’s newest film, Life Story 
dramatizes for the public the importance 

of the inclusion of digital and 


PROCTOSCOPIC 
EXAMINATIONS 

IN THE ANNUAL 
HEALTH CHECKUP. 


In this, as in the preparation of all 
of its life-saving educational materials, 
the Society is aided by the best medical 

and lay experts available. 

The physician and the layman 
in the American Cancer Society 
are truly partners for life. 


® 
AMERICAN 
CANCER 
SOCIETY 
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When 
You're Sick, 
Doctor, 


WHO TAKES CARE 
OF YOU? 


4 
When you're disabled by a sickness 4 | | | ae 
or accident, it can create a serious ISS 
problem for you and your family. AN 
Chances are your professional income ke } | 
STOPS, but the need to provide for yourself and your family DOESN'T. 


You still must meet the bills that are normally a part of everyday living PLUS 
the extra burden of expense brought on by your illness or accident. 


Mutual ef Omaha's Professional Men’s Plan has the answer. Here’s coverage 
that provides a regular monthly income for as long as total disability lasts, whether 
it’s a week, a month or EVEN FOR LIFE! It’s especially designed to meet the needs 
of men in your profession. 


Why not get in touch with your MUTUAL of OMAHA General Agent today? 
He'll be glad to give you full details on this modern plan of protection. Of course, 
there’s no obligation. 


MUTUAL BENEFIT HEALTH & ACCIDENT ASS‘N. 


Home Office — Omaha, Nebraska 
V. J. Skutt, President 


THE LARGEST EXCLUSIVE HEALTH AND ACCIDENT COMPANY IN THE WORLD 


* G. A. RICHARDSON, General Agent * J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


* J. P. GILES, General Agent 
Asheville, N. C. 
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Wachtel’s, Inc. 


* 
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Supplies 


* 


15 Victoria Road 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone AL 3-7616 


THE SILVER HILL FOUNDATION 


New Canaan, Connecticut 


announces 


THREE-YEAR RESIDENCY TRAINING 
PROGRAM IN PSYCHIATRY 


Approved by the American Medical Associa- 
tion and the American Board of Psychiatry 
and Neurology. 


Affiliated with Departments of Psychiatry 
and Neurology of the College of Physicians 
and Surgeons, Columbia-Presbyterian Medi- 
cal School, New York City. 


lst year spent at Medical Center, New York, 
N. Y. 2nd and 3rd years at Silver Hill, New 
Canaan, Connecticut. Applicants also con- 
sidered who have completed one year or 
more of training elsewhere for our second 
or third year program. 

Emphasis placed on training of physicians 
for private practice of psychiatry, under 
experienced preceptors, Board Diplomats, 
with teaching background. 


yenerous compensation, opportunities for 


permanent staff appointment. Only out- 
standing applicants accepted. 
For further information and application 


form, write: William B. Terhune, M.D 
Medical Director, The Silver Hill Founda- 
tion, Box 1177, New Canaan, Connecticut. 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 


specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


A new, authoritative patient-aid ... for professional distribution only 


Poly-unsaturated Wesson is unsurpassed by any readily 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) ........... 50-55% 
Oleic acid glycerides (mono-unsaturated) 


Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Total tocopherols 0.09-012% 
Never hydrogenated—completely salt free 


available brand, where a vegetable (salad) oil is medically recommended 


for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 
The Wesson Peopie, 210 Baronne St., New Orleans 12, La. 


Please send. 
"Your Chole: 


free copies of 
rol Depressant Diet Cook Book” for use with patients, 


ADDRESS. 
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inside as well as outside the hospital... 
staphylococci usually remain sensitive to 


(chloramphenicol, Parke-Davis) 


That the sensitivity patterns of “street” staphylococci differ widely from those-of 
“hospital”? staphylococci is a well-established clinical Although strains of» 
staphylococci encountered in general practice have remained relatively sensitive to 
a number of antibiotics,* the problem of antibiotic-resistant staphylococci appears 
to be a threat to all patients in hospitals today. It is encouraging to note, however, 
“... that a relatively small percentage of strains develop resistance to chloram- 
phenicol, despite the consumption of large amounts of this antibiotic.”’? 


In one hospital, for example, CHLOROMYCETIN “...was the only widely used 
antibiotic to which few of the strains were resistant.”* In another hospital, despite 
steadily increasing use of CHLOROMYCETIN since 1956, “...the percentage of 
chloramphenicol-resistant strains has actually been lower in subsequent years,””? 
Elsewhere, insofar as hospital staphylococci are concerned, it appears that “...the 
problem of antibiotic resistance can be regarded as minimal for chloramphenicol.’ 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 


See package insert for details of administration and dosage. 


Warning : Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocytopenia,’ 
granulocytopenia) are known to occur after the administration of chloramphenicol. Blood dyscrasias have 
occurred after short-term and with prolonged therapy with this drug. Bearing in mind the possibility that 
such reactions may occur, chloramphenicol should be used only for serious infections caused by organisms 
which are susceptible to its antibacterial effects. Chloramphenicol should not be used when other less 
potentially dangerous agents will be effective, or in the treatment of trivial infections such as colds, influ- 
enza, viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 
blood studies may detect early peripheral blood changes such as leukopenia or granulocytopenia, before 
they become irreversible, such studies cannot be relied upon to detect bone marrow depression prior to 
development of aplastic anemia. 4 
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IN VITRO SENSITIVITY OF 250 STRAINS OF STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER ANTIBIOTICS* 


CHLOROMYCETIN 78% 
Antibiotic A 68% 
Antibiotic B 55% 

Antibiotic C 45% 


Antibiotic D 21% 


These strains of coagulase-positive staphylococci were isolated from hospitalized patients at a 
large county hospital during the year 1959. Sensitivity tests were done by the disc method. 
*Adapted from Bauer, Perry, & Kirby 

References: (1) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J. A.M. A. 173:475, 1960. (2) Fisher, M. W: 
Arch. Int. Med. 105:413, 1960. (3) Cohen, S.: Circulation 20:96, 1959. (4) Edwards, T. S.: Am. J. Ophth. 
48, Part 11:19, 1959. (5) Smith, I. M.: Staphylococcal Infections, Chicago, The Year Book Publishers, Inc., 


1958, p. 148. (6) Petersdorf, R. G.; Rose, M. C.; Minchew, H. B.; Keene, W. R., & Bennett, I. L., Jr.: 
Arch. Int, Med. 105:398, 1960. (7) Editorial: J.A.M.A. 173:544, 1960. (8) Finland, M.; Jones, W. F, Jr., & 
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earlier detection of peripheral vascular disease 


key to improved therapeutic response 


In practically all peripheral vascular disease cases where marked 
occlusion with severe ulceration or frank gangrene has not de- 
veloped, patients can be assured that excellent treatment is avail- 
able and many symptoms can be relieved.' Routine palpation of 
peripheral pulses’ and performance of clinical tests for peripheral 
arterial disease* will help earlier diagnosis. Consequently treat- 
ment can be instituted sooner, improving likelihood of a favorable 
response to therapy. 


2 Isoxsuprine hydrochloride, Mead Johnson 


myo- ae -vascular relaxant 


increases deep peripheral circulation by direct action 


...without troublesome side effects 


VASODILAN’S record of safety and effectiveness in the management of periph- 


eral vascular disease has been established clinically.*° Clarkson and Le Pere 
report: With strictly a clinical office approach, isoxsuprine | VASODILAN] was 
used in the treatment of 100 patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per cent of these patients.”° They 
further state: “In particular, the symptoms of pain, cramping, numbness, and 


cold were consistently relieved.’”® 


Contraindications — There are no known contra- 
indications to oral administration of VASODILAN 
in recommended doses. 

Cautions —VASODILAN should not be given immedi- 
ately postpartum or in the presence of arterial 
bleeding. Parenteral administration is not rec- 
ommended in the presence of hypotension or 
tachycardia. Intravenous administration is not 
recommended because of the increased likelihood 
of side effects. 

Side effects —Few side effects occur when given in 
recommended doses. Occasional palpitation and 
dizziness can usually be controlled by dosage ad- 
justment. Single intramuscular doses of 10 mg. or 
more may result in hypotension or tachycardia. 
Dosage and administration—Oral—10 to 20 mg. 
(1 to 2 tablets) t.id. or q.id.; I.M.—5 to 10 mg. 
b.i.d. or t.i.d. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


Supplied—10 mg. tablets, bottles of 100; 2 cc. am- 
puls (5 mg./ce.) for intramuscular use, boxes of 6. 
For complete details on indications, dosage, ad- 
ministration and clinical background of VASODILAN, 
see the brochure of this product available on request 
from Mead Johnson Laboratories, Evansville 21, 
Indiana. 
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